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Foreword 


The  Second  National  Conference  on  Preventing  and  Treating  Alcohol  and 
Other  Drug  Abuse,  HIV  Infection,  and  AIDS  in  Black  Communities  was  a 
natural  progression  from  the  First  National  Conference  held  in  1987.  The  first 
conference  defined  the  problem:  African  Americans  suffer  much  more  from  a 
variety  of  diseases  when  compared  with  the  White  population  of  this  country, 
i The  Office  of  Minority  Health,  a part  of  the  U.S.  Department  of  Health  and 
Human  Services  and  a sponsor  of  the  conference,  estimates  that  at  least 
60,000  “excess  deaths”  occur  in  the  African-American  population  than  occur 
in  a comparable  population  of  Whites.  The  expected  lifespan  of  African- 
American  males  is  actually  decreasing,  due  to  a great  extent  to  the  ravages  of 
alcohol  and  other  drug  (AOD)  abuse. 

Alcohol  and  other  drugs  sometimes  kill  directly,  through  the  physiological 
effects  of  these  substances  on  the  body.  More  often,  however,  they  kill  indirect- 
ly. The  homicide  rate  among  young  African-American  males  in  our  inner  cities 
has  been  skyrocketing  for  several  years;  many  of  the  deaths  are  drug-related. 

In  the  last  decade,  another  horrible  killer  has  emerged  from  the  use  of 
drugs.  The  number  of  deaths  from  AIDS  continues  to  increase,  especially  in 
our  racial  and  ethnic  communities,  where  drug  abuse  is  prevalent.  The 
tragedy  of  HIV  infection  and  AIDS  goes  beyond  its  striking  infected  drug 
abusers,  for  their  partners  and  unborn  babies  often  become  infected  as  well. 

The  First  National  Conference  documented  these  problems  and  made  an 
effort  to  convey  the  awful  statistics  to  a Nation  that  was  not  fully  aware  of  the 
plight  of  African  Americans.  The  Second  Conference  had  to  go  further.  Four 
years  had  passed,  years  in  which  the  problems  had  gotten  worse  with  too  little 
being  done  to  control  them.  Still,  there  were  reasons  for  optimism:  the  Nation 
had  begun  to  intensify  its  effort  to  confront  the  drug  problem  and  defeat  it. 
The  Federal  Government  has  shown  its  commitment  both  through  more 
funding  and  by  establishing  the  Office  for  Substance  Abuse  Prevention  and 
the  Office  for  Treatment  Improvement.  In  thousands  of  communities  across 
the  country,  grassroots  efforts  were  implemented  to  fight  against  alcohol  and 
other  drug  abuse  and  its  deadly  effects. 

The  sponsors  of  the  Second  National  Conference  wanted  to  build  upon  these 
activities.  They  wanted  to  take  what  had  been  learned  in  research  projects, 
local  community  efforts,  and  from  other  sources  and  apply  it  on  a national 
scale.  The  conference  title,  “From  Advocacy  to  Action,”  reflected  the  fact  that 
the  efforts  of  thousands  of  people  over  the  last  few  years  had  produced  the 
resources  to  convert  knowledge  of  preventing  and  treating  these  problems  into 
practical  efforts  to  eradicate  them  from  our  communities. 


The  conference  included  presentations  by  some  of  the  leading  experts  in  the 
struggle  against  health  and  social  problems  from  universities,  health 
programs,  research  institutions,  and  the  African-American  community.  These 
leaders  spent  long  hours  exchanging  their  technical  and  academic  knowledge 
of  prevention  and  treatment  and  developing  recommendations  for  future 
action. 

African-American  music,  food,  religion,  and  other  cultural  features  were 
highlighted.  Young  people  attended  meetings  and  sessions  alongside  their 
adult  colleagues,  reaffirming  the  traditional  importance  of  the  family  and  the 
community. 

These  aspects  of  African-American  culture  were  given  such  an  important 
role  in  the  conference  because  they  embody  what  we  have  learned  is  effective 
in  treating  and  preventing  the  abuse  of  alcohol  and  other  drugs.  Family 
dysfunction,  poverty  and  unemployment,  cultural  alienation,  poor  education, 
low  community  commitment — all  these  factors  are  associated  with  high  rates 
of  alcohol  and  other  drug  abuse.  If  AOD  prevention  and  treatment  efforts  are 
to  be  effective,  all  these  difficulties  must  be  alleviated  first. 

The  struggle  against  drugs  is  really  a struggle  for  life,  family,  community, 
and  a fair  share  of  the  American  dream.  In  the  African-American  community, 
this  means  returning  to  the  traditional  cultural  values  of  a strong  family,  a 
united  community,  and  a collective  commitment  to  raising  children  who  are 
equipped  to  meet  the  challenges  of  today’s  society. 

This  volume  contains  the  results  of  the  conference.  It  includes  20  papers 
that  attempt  to  delineate  how  we  can  begin  to  turn  advocacy  to  action.  The 
papers  fall  within  the  tracks  of  the  conference:  Black  Males,  Drug-Related 
HIV  Infection  and  AIDS,  Prevention,  Treatment,  and  Youth. 

This  volume  also  contains  summaries  of  the  speeches  delivered  at  the 
plenary  sessions  of  the  conference.  The  papers  provide  the  technical  ap- 
proaches; the  speeches  provide  the  intellectual,  spiritual,  and  emotional 
energy  we  need  to  keep  up  the  fight  against  the  health  and  social  problems 
that  plague  our  society. 


Vivian  L.  Smith,  MSW 
Acting  Director,  CSAP 
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Conference  Summaries 


Introduction 

On  May  15,  1991,  the  Second  National  Conference  on  Preventing  and 
I Treating  Alcohol  and  Other  Drug  Abuse,  HIV  Infection,  and  AIDS  in  Black 
Communities  convened  at  the  Atlanta  Hilton.  The  conference  was  co- 
sponsored by  five  agencies  within  the  U.S.  Department  of  Health  and  Human 
! Services  (DHHS):  the  Office  for  Substance  Abuse  Prevention  (OSAP),  the 
Office  for  Treatment  Improvement  (OTI),  the  National  Institute  on  Drug 
Abuse  (NIDA),  the  National  Institute  on  Alcohol  Abuse  and  Alcoholism 
(NIAAA),  and  the  Office  of  Minority  Health  (OMH).  Also  sponsoring  the  event 
were  21  private  agencies  and  organizations,  including  health  and  civil  rights 
I organizations,  fraternities  and  sororities,  religious  organizations,  and  associa- 
tions of  health  workers  and  other  professionals. 

i Originally  planned  for  1,200  participants,  the  conference  attracted  more 
| than  2,200  registrants  for  its  3 days  of  deliberations.  The  meeting  drew  not  only 
| health  professionals,  but  also  economic  development  specialists,  community 
organizers,  academic  leaders,  and  experts  from  many  other  disciplines. 

Youth  were  an  integral  part  of  the  conference,  attending  the  plenary  and 
selected  working  sessions  as  well  as  their  own  program  of  African-American 
history  and  culture.  Their  presence  at  the  conference  highlighted  the  impor- 
tance of  cultivating  intergenerational  leadership  and  of  preparing  youth  for 
the  roles  and  responsibilities  of  leadership. 

This  conference  felt  different  from  the  start.  While  many  participants  opted 
for  traditional  Western  dress,  many  others  were  clad  in  African  styles:  a 
number  of  men  wore  the  traditional  kinte  cloth  over  their  suitcoats;  some  wore 
full  African  attire.  Many  women  dressed  in  the  bright  colors  and  flowing  robes 
of  their  African  ancestors.  Even  the  conference  agendas  and  name  tags  were 
lined  with  a bright  African  pattern. 

Throughout  the  conference,  many  speakers  began  their  presentations  with 
thanks  and  respect  to  God  and  their  ancestors,  in  the  customary  ritual  of  many 
African  people.  These  paeans  reflected  not  only  the  spiritual  theme  of  the 
conference,  but  also  the  connectedness  of  the  African-American  people,  who, 
despite  being  ripped  from  their  homes  and  families  and  forced  to  spend 
centuries  in  slavery,  still  recognize  and  hold  dear  their  kinship  with  other 
generations  on  other  continents. 
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This  volume  is  designed  to  reflect  both  the  structure  and  the  outcomes  of 
the  conference.  While  the  conference  workshops  were  divided  among  five 
tracks  (Black  Males,  Drug-Related  HIV  Infection  and  AIDS,  Prevention, 
Treatment,  and  Youth),  this  volume  is  divided  into  three  summaries  and  seven 
content  categories  that  better  represent  what  actually  took  place  at  the 
conference. 

First  there  are  summaries  of  the  speeches  made  at  the  conference’s  plenary 
sessions.  So  many  exciting  and  distinguished  speakers  took  part  that  it  was 
impossible  to  include  full,  or  even  partial,  transcripts  of  all  of  their  remarks 
in  this  volume.  The  summaries  do,  however,  provide  some  idea  of  the 
conference’s  dynamic  nature. 

Next  are  brief  summaries  of  what  went  on  in  the  workshops  devoted  to  each 
of  the  five  tracks.  In  addition  to  providing  a notion  of  the  topics  covered  in  each 
track,  these  summaries  list  recommendations  for  action  that  the  workshop 
participants  devised. 

The  rest  of  the  volume  is  made  up  of  academic  papers  and  more  personal 
essays  on  topics  ranging  across  the  spectrum  of  concerns  covered  at  the 
conference.  Because  two  of  the  tracks’  subjects — prevention  and  treatment — 
were  treated  at  length  in  nearly  all  of  the  papers  and  essays,  it  was  decided 
to  organize  this  volume  not  just  according  to  the  conference  tracks  but  by 
topics. 

The  papers  and  essays  fall  into  seven  categories:  African-American  Males; 
Women,  Drugs,  and  AIDS;  Youth  at  Risk;  Family;  Community;  Voices;  and 
Facts  and  Figures.  Because  so  many  of  the  authors  (and  the  speakers  in  the 
“Voices”  section)  touch  upon  the  broad  range  of  issues  affecting  the  African- 
American  community,  there  is  a substantial  amount  of  overlap  among  the 
categories  as  well  as  among  the  individual  papers. 

What  all  the  works  here  have  in  common  is  the  authors’  commitment  to 
solving  the  problems  that  beset  the  African-American  community.  It  is  hoped 
that  the  good  ideas  contained  in  this  volume  will  inspire  more  good  ideas,  and 
worthwhile  actions,  on  the  part  of  its  readers. 


Plenary  Session  Summaries 


Elaine  M.  Johnson,  Ph.D.,  Director,  Office  for  Substance  Abuse 
Prevention 

Dr.  Johnson  opened  the  conference  thus: 

In  1987,  at  the  First  National  Conference,  we  gathered  to  raise 
community  awareness  about  the  nature  and  extent  of  alcohol 
and  other  drug  problems  affecting  African  Americans.  In  the 
ensuing  years  we  learned  a lot,  implemented  new  strategies, 
and  began  advocating  for  change.  You,  the  community  leaders, 
service  providers,  national,  State,  and  local  leaders,  and  our 
youth,  know  now  what  we  must  do.  You  all  have  a vision.  Now 
is  the  time  to  bring  our  collective  visions  together.  Now  is  the 
time  to  formulate  one  national  agenda  for  African  Americans 
around  which  we  all  can  rally.  Now  is  the  time  to  move  our 
vision  into  action. 

Dr.  Johnson  went  on  to  explain  the  goals  of  this  second  conference,  “From 
Advocacy  to  Action”: 

• To  foster  greater  community  and  individual  empowerment  in  develop- 
ing and  implementing  locally  based  strategies  to  address  alcohol  and 
other  drug  abuse  in  the  African-American  community; 

• To  disseminate  state-of-the-art  information  on  AOD  abuse  prevention 
and  treatment  approaches  reflecting  lessons  learned  about  what  works 
in  African-American  communities; 

• To  focus  the  talent  and  resources  of  African-American  communities  on 
strategies  to  design,  test,  and  replicate  innovative  and  effective  preven- 
tion and  treatment  services  for  African-American  males; 

• To  promote  understanding  among  the  leaders  of  African-American 
communities  of  the  range  and  complexity  of  the  economic,  social,  and 
public  policy  issues  that  affect  their  efforts  to  influence  public  policy 
decisions  regarding  alcohol  and  other  drug  abuse,  HIV  infection,  and 
AIDS  in  African-American  communities;  and 

• To  highlight  and  promote  models  for  mentoring  programs  that  will 
cultivate  and  empower  tomorrow’s  leaders  in  alcohol  and  other  drug 
abuse,  HIV  infection,  and  AIDS  prevention  and  treatment. 

Dr.  Johnson  also  explained  that  the  conference  was  organized  around 
several  themes  that  are  important  to  African-American  culture,  and  as  such 
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must  be  intrinsic  parts  of  prevention  and  treatment  programs  if  these 
programs  are  to  be  effective  in  African-American  communities.  These  themes 
include: 

• A holistic  approach  to  human  problems; 

• An  appreciation  of  the  connectedness  of  human  life  and  the  natural 
world; 

• A recognition  that  social  problems  cannot  be  solved  by  technology, 
science,  or  economics  alone,  but  require  the  application  of  human 
virtues  such  as  will,  faith,  and  love;  and 

• An  appreciation  of  the  spirituality  of  existence. 

Taken  together,  these  themes  reflect  the  feeling  of  unity  African-American 
people  have  with  one  another,  despite  differences  in  their  location,  age, 
lifestyle,  or  educational  or  economic  status.  In  the  context  of  this  conference, 
these  themes  suggest  that  it  is  impossible  to  detach  those  suffering  from 
alcohol  and  other  drug  abuse  or  from  HIV  infection  from  the  rest  of  the 
community.  Despite  their  problems,  these  people  are  part  of  the  community, 
and  it  is  the  community’s  responsibility  to  help  them. 

The  Honorable  Maynard  Jackson,  Mayor,  City  of  Atlanta 

Mayor  Jackson’s  stirring  speech  summarized  many  of  the  problems — and 
the  promises — addressed  by  the  conference.  Here  are  some  excerpts  from  his 
remarks  at  the  opening  plenary  session: 

By  the  end  of  last  year,  4,270  cases  of  AIDS  had  been  reported 
in  the  State  of  Georgia,  and  three-quarters  of  those  men, 
women,  and  children — 3,262 — reported  to  be  ill  with  AIDS 
lived  right  here  in  metro  Atlanta,  or  claimed  they  lived  right 
here  in  metro  Atlanta.  Those  who  are  from  Georgia  know 
what’s  happening  in  the  State — everybody  sends  the  AIDS 
patients  to  Atlanta.  They  are  our  friends,  they  are  our  neigh- 
bors, they  are  our  co-workers  and  members  of  our  families. 

There  was  a ninefold  increase  in  AIDS  cases  among  Georgia 
women  from  1986  to  1989.  African  Americans  in  Georgia 
represent  only  about,  depending  on  the  census  undercount,  29 
to  35  percent  of  the  population.  The  Committee  on  the  Census 
Undercount  that  I founded  when  I was  with  the  U.S.  Council 
of  Mayors,  when  I was  Mayor  before,  would  put  the  number 
at  around  37  percent.  Despite  that,  we  accounted  for  36 
percent  of  reported  AIDS  cases,  apparently  more  than  our 
percentage  of  the  population  in  Georgia. 
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Without  doubt,  HIV  infection  is  one  of  the  most  serious  health 
problems  ever  to  confront  the  American  public  or  the  world. 
To  understand  and  to  defeat  HIV  will  require  a level  of 
understanding,  commitment,  and  allocation  of  funds  to  con- 
tain the  spread  of  the  disease,  to  treat  it,  and  to  find  a cure. 
The  city  of  Atlanta  is  very  proud  to  be  the  home  of  the  Centers 
for  Disease  Control.  We  are  proud  of  their  leadership  in 
confronting  the  HIV  crisis.  We  are  especially  proud  of  our 
city’s  policy,  our  city’s  practices,  toward  HIV  infection  and 
AIDS  patients. 

These  are  official  policies  of  the  city  of  Atlanta  government. 
An  educational  program  is  part  of  the  city  of  Atlanta’s  employ- 
ment orientation  on  AIDS.  We  do  not  mandate  testing  nor  do 
we  discriminate  against  persons  with  HIV  disease  or  AIDS — 
in  fact,  the  city  of  Atlanta  has  knowingly  hired  persons  in  the 
advanced  stages  of  AIDS — nor  will  the  city  of  Atlanta  remove 
infected  employees  from  their  customary  work  status  unless 
there  is  a sound  medical  or  safety  reason  to  do  so,  or  unless 
they  request  it.  The  city  provides  all  employees,  including 
those  with  AIDS,  the  same  health,  pension,  disability,  and 
leave  benefits  as  provided  for  others  with  life-threatening 
diseases. 


I’m  proud  to  say  the  city  employees  have  been  very  sensitive 
and  compassionate  to  their  fellow  employees  who  have  AIDS. 
To  my  knowledge  no  employee  has  refused  to  work  with 
another  employee  who  is  HIV  positive  or  has  AIDS.  Our  city 
government  is  trying  to  do  its  part.  We  have  set,  we  hope  you 
will  agree,  an  exemplary  model,  a model  for  all  citizens  to 
follow.  Clearly,  however,  a lot  more  must  be  done  by  us  and 
by  you  and  by  everyone  in  this  country. 

I am  particularly  distressed  by  the  growing  number  of  infants 
and  children  with  HIV.  I am  deeply  concerned  about  the 
relationship  between  alcohol,  and  other  drug  abuse  and  this 
dreaded  disease.  It  is  time  to  move  from  advocacy  to  action 
and  stop  playing  around.  Let’s  start  at  age  4 with  all  children, 
with  mandatory  education  in  all  educational  systems,  all 
cities,  all  States,  on  all  of  these  issues:  HIV,  alcohol,  and  other 
drugs.  If  we  tell  the  kids,  “Don’t  go  under  the  sink,  and  don’t 
touch  that  under  there,  it’s  poison,”  why  in  God’s  name  don’t 
we  do  the  same  thing  on  these  other  problems?  I think  it  is 
time  for  us  to  get  it  done. 
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As  Mayor,  and  as  one  bound  and  privileged  to  serve  all  of  our 
population,  I am  concerned  about  the  relationship  between 
drugs  and  crime.  An  addict  will  steal  from  his  momma,  will 
climb  over  a roof  and  break  in  the  window,  will  commit  all 
sorts  of  crimes  to  get  the  money  to  buy  the  dope.  Yet,  this 
illness  is  not  being  responded  to  at  the  treatment  level  nearly 
enough  to  make  a difference  with  even  5 or  6 percent  of  the 
population  that  is  addicted. 

Part  of  our  challenge  in  moving  from  advocacy  to  action  is  to 
see  addicts  as  one  group,  and  those  who  are  not  yet  on  dope 
as  another  group.  Our  job  is  to  drive  a wedge  between  the  two 
groups,  and  prevent  this  group  from  going  over  to  the  other 
group,  and  simultaneously  work  like  the  devil  to  save  the 
group  who  already  are  addicted.  We  have  to  have  policies  that 
at  least  stop  the  bleeding,  while  we  also  administer  to  those 
who  are  the  most  in  need.  Treatment,  rehabilitation,  and 
prevention  are  all  necessary.  From  a crime  point  of  view, 
strict,  aggressive  enforcement  that  always  respects  the  con- 
stitutional rights  of  all  persons  is  necessary. 

I’m  concerned  about  the  decreasing  availability  of  alcohol  and 
other  drug  treatment  programs  to  all  people,  but  especially  to 
those  who  are  very  young.  We  in  Atlanta  are  working  diligent- 
ly to  address  these  problems. 

If  the  life  expectancy  of  White  males  is  increasing,  and  simul- 
taneously the  life  expectancy  of  African-American  men  is 
decreasing,  and  if  there  is  a great  disparity  between  the  haves 
and  their  life  expectancy  and  the  have-nots  and  their  shorter 
life  expectancy,  I believe  there  is  a constitutional  issue  here. 
Does  not  America  have  an  obligation  to  those  who  cannot 
provide  for  themselves,  to  ensure  they  have  an  equal  oppor- 
tunity to  live  as  long  as  those  who  have  money? 

There  are  cases,  many  cases,  in  the  old  days  about  inequality 
in  the  provision  of  city  services.  Paving  streets  in  the  White 
community,  not  paving  streets  in  the  Black  community.  They 
went  to  court.  The  court  said,  “You’re  right.  You’ve  got  to  pave 
the  streets  in  the  Black  communities,  too.”  Is  there  a parallel 
here?  Don’t  we  need  to  pave  the  street  of  life  and  strive  for 
disease-free  status  and  increased  life  expectancy  for 
Americans  who  happen  to  be  Black,  or  for  Americans,  White, 
Brown,  and  Black,  who  just  happen  to  be  poor? 
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One  final  word,  if  I may.  I would  like  to  ask  you  to  join  me  in 
a revolt  against  the  use  of  the  word  “underclass.”  Under  who? 

Under  what?  How  can  we  have  stooped  so  low  as  a great 
Nation?  To  have  the  temerity,  the  gall,  to  identify  a group  of 
Americans  as  underclass.  It  is  as  if  we  were  preparing  a group 
of  Americans  to  be  pushed  over  the  precipice  and  never 
missed. 

Every  American  corporation  spends  massive  amounts  of 
money  on  recruiting  good  talent,  training  that  talent,  keeping 
that  talent  active  and  in  that  company.  American  corporations 
know  that  this  is  necessary,  this  is  good  business.  Why  doesn’t 
our  Government  do  the  same  thing  and  invest  in  the  human 
resources  of  our  Nation?  There  is  no  underclass.  There  is  a 
failure  of  public  policy,  and  together  we  must  make  a dif- 
ference. We  can. 

Beny  J.  Primm,  M.D.,  Director,  Office  for  Treatment  Improvement 

Dr.  Primm  reflected  with  pride  on  the  25  years  of  hard  work  that  led  to  this 
; conference  and  thanked  those  in  the  audience  who  were  at  the  forefront  of  the 
j struggle  against  alcohol  and  other  drug  abuse.  He  stressed  the  need  for  fusing 
ideas  from  various  regions  and  cultures: 

I want  you  to  take  this  grand  opportunity,  not  only  to  exchange 
ideas  and  information,  but  also  for  a spiritual  reinvigoration, 
for  a renewal  of  our  commitment,  and  for  a rebirth  of  our 
determination,  which  has  been  the  very  foundation  of  our 
strength  as  a people.  I want  you  to  use  this  opportunity  to 
cross-fertilize  and  cross-pollinate.  I want  you  to  exchange 
ideas  across  cultural,  racial,  and  ethnic  lines,  because  it  is 
through  this  synergy  that  we  can  truly  come  together  to 
address  these  problems. 

Dr.  Primm  was  the  first  of  many  speakers  to  suggest  the  need  for  a 
I comprehensive  approach  to  prevention  and  treatment.  AOD  abuse  and  HIV 
j infection  cannot  be  separated  from  the  constellation  of  other  health  and 
human  welfare  problems  that  confront  African-American  families  and  com- 
j munities.  The  fight  to  address  alcohol  and  other  drugs  of  abuse,  HIV,  and 
AIDS  cannot  be  separated  from  the  fight  to  engage  the  issues  of  poverty, 
racism,  poor  education,  and  poverty  of  the  spirit. 

Enoch  Gordis,  M.D.,  Director,  National  Institute  on  Alcohol  Abuse 
and  Alcoholism 

Dr.  Gordis  discussed  the  importance  of  human  potential  in  the  fight  against 
alcohol  and  other  drug  use.  He  pointed  out  that  alcohol  is  the  “number  one 
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drug”  throughout  society,  including  the  African-American  community.  As  a 
former  alcohol  treatment  program  director,  Dr.  Gordis  admitted  that  some 
treatment  strategies  do  not  work;  the  role  of  research  and  science  is  to  help 
understand  what  does  work  in  treatment  and  prevention.  By  focusing  on 
research  in  its  treatment  and  prevention  efforts,  the  African-American  com- 
munity can  determine  the  special  strategies  that  are  appropriate  for  its 
culture  and  traditions. 

Charles  R.  Schuster,  Ph.D.,  Director,  National  Institute  on  Drug 
Abuse 

Dr.  Schuster  said  that  the  research  arms  of  the  Federal  Government  were 
waiting  to  learn  the  results  of  this  conference,  because  only  collaboration 
between  researchers  and  health  service  providers  can  result  in  the  most 
effective  ways  of  preventing  these  problems.  He  added  that  a great  deal  of 
progress  has  been  made  since  the  first  national  conference  in  1987,  when  many 
people  still  denied  the  deadly  effects  of  AIDS  and  AOD  abuse  in  the  African- 
American  community. 

Dr.  Schuster’s  remarks  included  the  following: 

What  we  at  NIDA  call  “primary”  prevention  includes  interven- 
tion programs,  which  we  would  like  to  have  in  our  schools,  in 
our  communities,  and  nationally,  that  would  prevent  kids 
from  ever  even  experimenting  with  any  illicit  drug.  We  also 
have  to  be  concerned  with  the  fact  that  that  goal,  at  least  at 
present,  may  be  somewhat  unrealistic;  some  children  are 
going  to  experiment.  So  we  need  to  know  more  about  the 
factors  that  lead  from  experimentation  to  intention  and  ul- 
timately to  destructive,  addictive  use  of  drugs — the  escalation 
from  casual  use  or  experimental  use  to  addiction.  “Secondary” 
prevention  seeks  to  keep  people  who  have  already  tried  drugs 
from  moving  on  to  using  them  in  a destructive  fashion. 

An  understanding  of  the  consequences  of  long-term  drug  use 
on  brain  chemistry  is  essential.  Regardless  of  why  people  may 
start  using  cocaine,  after  they  use  it  for  a period  of  time,  when 
they  try  to  quit  the  chemical  imbalances  that  cocaine  produces 
in  the  brain  do  not  go  away  immediately;  they  remain  for  days, 
weeks,  months,  and  maybe  even  permanently.  An  under- 
standing of  those  effects  may  help  us  develop  medications  that 
will  return  the  brain-chemistry  balance  back  toward  normal. 

Only  then  can  former  users  get  on  with  the  real  job  of  carving 
out  a drug-free  lifestyle;  they  will  realize  that  they  need 
vocational  or  educational  training  or  family  therapy  or  other 
treatment.  For  as  long  as  they  have  chemical  imbalances  in 
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their  brains  and  are  obsessed  with  taking  drugs,  they  are  not 
going  to  be  amenable  to  these  other  forms  of  therapy  and 
rehabilitation. 

NIDA  also  conducts  epidemiological  studies  that  tell  us  about 
the  nature  and  extent  of  drug  abuse  in  this  country  and  that 
help  to  guide  our  research  planning.  Our  epidemiological 
studies  produce  national  statistics,  which  are  always  going  to 
make  somebody  say,  “But  that’s  not  true  in  my  community.” 
That  may  very  well  be;  we  are  talking  about  overall  national 
trends  from  our  household  survey.  We  do  not  survey  homeless 
people  or  people  in  prisons;  we  are  not  sampling  the  heaviest 
drug  users.  These  surveys  are  of  mainstream  Americans  of  all 
races  who  are  living  in  households.  Among  this  population, 
the  number  of  people  who  reported  that  they  had  used  any 
illicit  drug  in  the  last  30  days  before  surveys  were  conducted 
declined  from  23  million  to  13  million — an  incredible  decrease 
of  about  40  percent.  This  decrease  was  seen  across  all  age,  sex, 
race,  ethnic,  geographic,  and  educational  categories. 

When  we  look  at  marijuana  use,  we  find  a decrease  from  about 
13  percent  of  African-Americans  reporting  current  marijuana 
use  in  1985  to  about  6.7  percent  in  1988.  Unfortunately,  the 
percentage  did  not  go  down  from  1988  to  1990.  Clearly,  we 
have  something  to  work  on,  but,  nevertheless,  we  can  see 
progress. 

From  1985  to  1988  to  1990  there  was  also  a decrease  in  the 
number  of  people  who  reported  having  used  cocaine  in  the  last 
30  days.  Looking  at  these  data  by  race/ethnicity,  the  trend  is 
seen  in  both  the  African-American  and  White  populations,  but 
not  in  the  non-Black  Hispanic  population,  where  cocaine  use 
has  remained  relatively  the  same  over  the  5 years.  Still,  even 
though  the  trend  in  use  is  downward,  if  we  confine  ourselves 
to  the  26-to-34  age  range,  the  percentage  of  individuals  who 
reported  having  used  cocaine  at  least  once  in  the  last  30  days 
in  1990  was  about  4.2  percent  for  African  Americans  and  only 
1.3  percent  for  White  Americans. 

In  1990,  AIDS  cases  among  intravenous  (IV)  drug  users  were 
reported  in  every  State  in  the  Union  and  all  of  the  territories. 
But  IV  drug  use  is  only  one  of  at  least  four  ways  that  drug  use 
and  HIV  infection  are  related.  Sharing  injection  parapher- 
nalia (needles,  syringes,  and  the  works)  with  someone  who  is 
infected  is  the  most  obvious  way  that  HIV  is  transmitted  from 
one  person  to  another.  However,  we  also  know  that  high-risk 
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sexual  behavior  is  associated  with  drug  use.  We  also  know  that 
drugs  and  alcohol  can  reduce  inhibitions,  meaning  that  people 
do  dumb  things  that  they  normally  would  not  do.  Finally,  we 
know  that  certain  drugs  of  abuse  have  a direct  effect  on  the 
immune  system  and  may  make  the  user  more  vulnerable  to 
the  HIV  virus. 

From  1986  through  1990,  a staggering  28  percent  of  AIDS 
cases  in  the  United  States  were  related  to  IV  drug  use.  That 
percentage  includes  not  only  IV  drug  users  but  also  their 
sexual  partners,  including  women  who  give  birth  to  infected 
children. 

All  of  the  NIDA  staff  are  committed  to  increasing  the  number 
of  researchers  from  racial  and  ethnic  groups.  As  things  are, 
all  too  few  of  our  researchers  come  from  the  populations  most 
affected  by  AOD  abuse;  we  need  to  begin  earlier  in  high  school 
and  college  to  interest  young  people  in  working  in  this  area. 

William  Robinson,  M.D.,  M.P.H.,  Director,  Office  of  Minority  Health 

Dr.  Robinson  echoed  the  theme  of  connectedness,  emphasizing  that  many 
different  groups  were  committed  to  improving  the  health  of  African 
Americans.  He  opined  that  the  entire  staff  of  the  U.S.  Department  of  Health 
and  Human  Services — more  than  120,000  people  of  all  races  and  colors — was 
committed  to  the  fights  against  HIV  and  alcohol  and  other  drug  abuse.  In  Dr. 
Robinson’s  view,  the  key  to  better  health  for  African  Americans  is  to  col- 
laborate with  all  the  agencies  and  individuals,  of  whatever  background,  who 
are  interested  in  improving  the  health  of  racial  and  ethnic  groups. 

Reed  Tuckson,  M.D.,  Senior  Vice  President,  March  of  Dimes 

In  his  keynote  address,  Dr.  Tuckson  spoke  of  the  need  to  work  in  concert 
with  all  the  African-American  community  leaders — not  only  political  leaders 
and  government  officials,  but  the  thousands  of  people  who  do  not  come  to 
national  conferences.  Those  unsung  leaders,  he  said,  have  recognized  their 
community’s  problems  and  begun  grassroots  movements  to  clear  the  streets 
of  crime,  to  educate  the  young,  and  to  provide  skills  and  jobs  to  the  un- 
employed. They  have  designed  the  programs  and  initiatives  that  have  already 
led  to  progress  in  the  health  and  welfare  of  African  Americans.  National 
leaders  must  work  with  these  community  leaders  to  identify  successful  , 
strategies  and  spread  them  throughout  the  entire  Nation. 

Dr.  Tuckson  also  contended  that  the  problems  facing  the  community  go 
beyond  poor  health  to  an  extraordinarily  complex  set  of  economic,  social,  and 
public  policy  issues.  Poor  health  cannot  be  separated  from  impoverishment, 
which  cannot  be  separated  from  crime-ridden  neighborhoods,  which  cannot 
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be  separated  from  poor  education,  which  cannot  be  separated  from  dysfunc- 
tional family  life.  Breaking  through  in  any  one  of  these  areas  will  not  ensure 
victory;  all  must  be  attacked  at  once. 

Dr.  Tuckson  stressed  the  importance  of  working  with  community 
■ entrepreneurs,  who  create  the  jobs  necessary  for  economic  betterment.  Not 
I just  any  jobs,  however,  will  do;  African  Americans  need  meaningful  and 
| productive  jobs  that  will  lead  to  stability  and  wealth  for  families  and  com- 
munities. He  urged  that  the  conference  participants  work  with  entrepreneurs 
j to  identify  the  kinds  of  jobs  and  industries  that  can  be  built  in  African- 
American  inner-city  communities. 

Finally,  Dr.  Tuckson  asked  the  conference  participants  to  work  with  people 
! in  other  regions,  with  experts  in  other  disciplines,  and  with  historically  Black 
! colleges  and  universities  to  develop  the  connectedness  that  is  the  only  answer 
| to  the  complex  problems  facing  African  Americans. 

Louis  W.  Sullivan,  M.D.,  Secretary,  Health  and  Human  Services 

Secretary  Sullivan  discussed  Federal  initiatives  to  turn  advocacy  into 
action.  He  pointed  out  that  alcohol  and  other  drug  abuse  is  associated  with  a 
! host  of  other  social  and  environmental  problems.  Prevention  and  treatment 
| can  thus  work  only  when  they  are  fully  integrated  with  other  medical,  social, 

| educational,  and  vocational  services. 

The  following  are  excerpts  from  Secretary  Sullivan’s  keynote  speech: 

Alcohol  alone  is  abused  by  more  Americans  than  any  other 
drug.  The  effects  are  felt  by  people  in  every  walk  of  life,  from 
the  unborn  baby  through  adolescence  and  into  adulthood. 

Alcohol  abuse  is  particularly  damaging  to  members  of  our 
Nation’s  minority  community.  For  example,  although  the 
overall  drinking  levels  are  lower  among  African  Americans 
than  among  Whites,  African-American  men  experience  con- 
siderably higher  rates  of  alcohol-related  health  problems  than 
do  White  men,  including  much  higher  rates  of  cirrhosis  of  the 
liver  and  cancer  of  the  esophagus. 

We  must  recognize  that  alcohol  and  other  drug  abuse  and  HIV 
infection  have  no  respect  for  income  level,  educational  ex- 
perience, class  distinction,  or  geographic  boundaries.  These 
diseases  thrive  in  an  environment  of  ignorance,  complacency, 
and  indifference.  They  prey  on  the  young,  on  the  foolish,  and 
on  the  naive.  And  they  appear  all  across  the  country,  regard- 
less of  where  you  call  home. 
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Still,  there  are  many  triumphs  of  which  we  should  be  proud 
and  in  which  we  can  find  hope.  The  efforts  of  people  like  you 
who  work  with  alcohol  and  other  drug  abusers  have  proven 
that  programs  in  prevention  and  treatment  can  be,  and  are, 
very  effective  in  our  Nation’s  battle  to  continue  lowering  the 
rates  of  abuse.  And  success  in  lowering  abuse  gives  us  the 
basis  to  fight  another  war — the  war  against  HIV  infection  and 
AIDS,  illnesses  that  are  very  often  associated  with  drug-using 
behaviors. 

The  prevalence  of  AIDS  and  its  relationship  to  drug  abuse  are 
not  restricted  to  drug  injection.  Use  of  alcohol,  crack  cocaine, 
and  the  likelihood  of  unprotected  sexual  activity  increase  the 
risk  of  contracting  HIV  infection.  Consequently,  prevention 
and  treatment  efforts  must  be  expanded  to  address  these  other 
influences. 

Traditionally,  we  have  viewed  the  treatment  of  AOD  abuse  in 
the  context  of  the  individual  patient,  without  consideration  of 
social  structure.  Over  the  last  few  years,  we  have  begun  to 
revise  our  approach  to  one  that  is  sensitive  to  the  inextricable 
ties  that  patients  have  to  their  family  and  community.  We 
have  much  more  to  do  to  fully  integrate  treatment  with  other 
medical,  social,  educational,  and  vocational  services.  A host  of 
social  and  environmental  factors  contribute  to  the  onset  and 
continuation  of  alcohol  and  other  drug  dependencies.  Mental 
disorders,  physical  maladies,  pulmonary  tuberculosis,  bac- 
terial pneumonia,  and  sexually  transmitted  diseases  are  more 
common  among  people  who  abuse  alcohol  and  other  drugs, 
especially  among  our  racial  and  ethnic  populations. 

Therefore,  as  we  formulate  our  strategy  to  address  the 
problems  of  alcohol  and  other  drug  abuse,  we  must  give  a 
mindful  eye  to  these  other  complicating  factors.  Treatment 
systems  cannot  stand  alone  as  a separate  part  of  the  health- 
care system.  If  we  are  to  make  significant  inroads  in  treating 
addiction,  we  must  broaden  our  perspective  and  consider 
multifaceted  approaches. 

With  this  approach  in  mind,  the  U.S.  Department  of  Health 
and  Human  Services  is  developing  a new  strategy  to  reduce 
AOD  abuse.  The  plan  has  a four-pronged  base  that  combines 
research,  treatment,  prevention  efforts,  and  information  dis- 
semination. But  regardless  of  how  many  programs  the  Federal 
Government  develops,  regardless  of  how  many  campaigns  we 
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launch,  we  cannot  win  this  war  against  alcohol  and  other  drug 
abuse  without  community  leaders  and  community  action. 

We  need  to  create  an  environment  in  which  the  problems  of 
alcohol  and  other  drug  abuse  and  addiction  are  avoided.  And 
we  can  do  this  by  emphasizing  the  critical  importance  of 
strengthening  every  community’s  primary  health  and  mental- 
health  services.  Such  an  integrated  system  must  also  include 
intervention  services  for  HIV-positive  patients.  It  is  critical 
that  staff  and  patients  overcome  the  unfounded  fears, 
prejudices,  and  other  misperceptions  that  contribute  to  dis- 
criminatory behavior.  Instead  of  bias,  we  need  to  offer  com- 
passion, information,  and  education.  We  need  to  provide 
accurate  and  confidential  testing,  counseling,  medications, 
and  treatment  of  HIV-related  health  disorders  and  other 
sexually  transmitted  diseases. 

Our  work  during  this  meeting  will  lay  important  groundwork 
for  future  prevention  and  treatment  programs.  We  must  also 
understand  and  educate  others  to  understand  that  simple, 
short-sighted  approaches  to  AOD  abuse  treatment  are  not  an 
acceptable  strategy  for  the  long  term.  Public  health  workers, 
physicians,  counselors,  nurses,  social  workers,  psychologists, 
policymakers,  and  medical-school  officials  all  have  integral 
roles  to  play.  A cooperative  strategy  combining  the  efforts  of 
governments,  private  industry,  and  community  groups  will 
enable  us  to  move  beyond  the  boundaries  of  traditional 
problems. 

Perhaps  the  most  powerful  tool  we  have  against  alcohol  and 
other  drug  abuse  is  prevention.  By  educating  people,  especial- 
ly our  young  people,  to  the  dangers  of  addiction  and  providing 
a positive  environment,  we  can  control  the  spread  of  alcohol 
and  other  drug  abuse.  If  we  can  teach  our  kids  to  make  healthy 
decisions,  then  we  will  have  a very  strong  foundation  for  their 
future  health. 

Community-based  organizations  such  as  churches  and  schools 
need  to  band  together  in  planning  and  implementing  coor- 
dinated, comprehensive,  communitywide  prevention  and 
treatment  systems.  For  example,  the  Joyland  Highpoint  Com- 
munity Coalition  and  the  Department  of  Community  Health 
and  Preventive  Medicine  at  the  Morehouse  School  of  Medicine 
are  collaborating  to  develop  and  implement  a community- 
based  prevention  program.  This  effort,  supported  by  a grant 
from  the  Office  for  Substance  Abuse  Prevention,  has  set  the 
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goal  of  drug-proofing  the  area’s  grade-school-aged  children 
through  drug  education,  ethnocultural  advancement,  social 
competency,  and  parental  involvement. 

Programs  such  as  this  one,  rooted  firmly  within  the  com- 
munity, are  model  examples  of  how  we  must  battle  alcohol  and 
other  drug  abuse.  It  is  essential  that  the  community  be  in- 
volved in  developing  and  implementing  prevention  programs, 
especially  for  our  young  people.  Families  and  schools  can  most 
effectively  harness  the  resources  of  the  community  and  target 
the  community’s  particular  problems.  We  must  encourage  our 
youth  to  dare  to  be  different.  We  need  to  teach  them  their 
heritage  and  instill  in  them  the  values  that  will  give  them 
strength  and  perseverance  to  overcome  any  obstacles. 

We  must  create  a culture  of  compassion,  a culture  of  caring. 

This  will  give  us  the  basis  on  which  we  will  be  able  to  prevent 
alcohol  and  other  drug  abuse  and  to  reduce  subsequent  HIV 
infection. 

Janet  Mitchell,  M.D.,  Chief  of  Perinatal  Services,  Harlem  Hospital 

Dr.  Mitchell  spoke  of  budget  cuts  that  have  ravaged  the  health  care  system 
in  New  York  and  decried  the  inattention  to  problems,  such  as  infectious 
diseases  and  AOD  abuse,  that  have  only  recently  been  discovered  by  the  media 
but  have  always  been  a part  of  life  in  many  African-American  communities. 
Still,  she  ended  on  an  optimistic  note,  saying  that  African  Americans  acted 
together  and  refused  to  be  defeated  in  the  struggle  for  civil  rights,  and  could 
do  the  same  in  the  struggles  against  HIV  infection  and  alcohol  and  other  drug 
abuse. 

Na’im  Akbar,  Ph.D.,  Florida  State  University 

I 

Dr.  Akbar  noted  the  interconnectedness  among  alcohol  and  other  drug 
abuse  and  infectious  diseases  and  expressed  encouragement  at  the  trend 
toward  viewing  these  symptoms  as  parts  of  a larger  problem. 

He  also  opined  that  African  Americans  have  four  tools  at  hand  to  eradicate 
the  problem:  hope,  will,  love,  and  faith. 

Therman  Evans,  M.D.,  Vice  President  and  Corporate  Medical  Direc- 
tor, CIGNA  Corporation 

Dr.  Evans  called  upon  African  Americans  to  take  charge  of  their  own 
destinies  and  stop  blaming  others  for  their  problems.  He  expressed  confidence 
that  this  could  be  achieved  provided  African  Americans  adopt  a new  attitude 
that  says,  “We  are  in  this  thing  together.” 
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The  following  are  excerpts  from  Dr.  Evans’s  keynote  address: 

Race  is  the  priority  issue  in  America.  Many  perhaps  are  not 
comfortable  with  that.  But  it  is  at  the  foundation  of  what  ails 
America.  It  is  the  failure  of  America  to  address  the  very  dire 
needs  of  its  citizens  who  are  African  American.  It  is  inextricab- 
ly intertwined  with  its  failure  to  address  adequately  the  needs 
of  the  homeless,  the  jobless,  the  uneducated,  and  the  un- 
skilled, involved  both  as  perpetrators  and  victims  of  crime. 

And  the  irony  of  this  is  the  pain  and  the  drain  experienced  in 
varying  degrees  by  the  entire  Nation.  The  situation  is 
analogous  to  a foot  that  is  getting  cold,  turning  blue,  and  dying 
because  it  is  merely  a distant  and  insignificant  extremity  to 
which  the  heart  refuses  to  supply  life-sustaining  blood;  how- 
ever, the  lack  of  mobility  and  the  threat  to  overall  health  will 
be  experienced  by  the  entire  body.  It  is  the  racism  of  the  head 
that  prevents  it  from  seeing  the  foot  as  an  integral  part  of  the 
body.  As  quiet  as  it  is  kept,  unless  that  foot  is  addressed,  the 
head  is  not  going  very  far. 

There  has  to  be  a better  way  to  relate  to  each  other  as  people 
who  are  Black,  people  who  are  White,  people  who  are  red, 
yellow,  or  brown.  There  must  be  a better  way.  For  the  founda- 
tion of  that  challenge  is  that  basic  racism  has  been  interwoven 
into  the  very  fabric  of  this  Nation.  There  are  people  in  power 
who  must  learn  to  look  at  people  differently — to  look  at  people 
as  people  who  happen  to  be  Black,  rather  than  as  Black  people 
who  are  automatically  considered  inferior.  We  have,  in  my 
view,  challenges  that  could  represent  a serious  domestic  agen- 
da here  in  America.  I would  like  to  mention  just  a few  of  those. 

The  number-one  cause  of  death  for  African-American  males 
between  the  ages  of  15  and  35  is  homicide.  Overall,  between 
1978  and  1987,  the  average  annual  homicide  rate  for  young 
African-American  males  has  been  4 to  5 times  higher  than  for 
young  African-American  females,  5 to  8 times  higher  than  for 
young  White  males,  and  15  to  22  times  higher  than  for  White 
females. 

Put  another  way,  Time  magazine  said  that  the  annual  chance 
of  a White  female  being  a murder  victim  is  1 out  of  every  606; 
the  annual  chance  of  a White  male  being  a murder  victim  is  1 
out  of  196.  For  an  African-American  female,  it  is  1 out  of  124, 
and  the  annual  chance  of  an  African-American  male  being  a 
murder  victim  is  1 out  of  29.  The  difference  is  astounding.  We 
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are  killing  each  other,  living  out  the  legacy  of  self-hatred  that 
has  been  conditioned  in  us  since  the  days  of  slavery. 

African-American  men  comprise  6 percent  of  the  Nation’s 
population  and  46  percent  of  the  Nation’s  prison  population. 
In  October  1990,  a private  study  in  New  York  State  found  that, 
on  any  given  day,  nearly  45,000  African-American  males  were 
in  prison,  on  probation,  or  on  parole.  That  is  twice  the  number 
of  African-American  men  enrolled  in  all  the  colleges  in  that 
State. 

In  some  neighborhoods,  more  than  60  percent  of  African- 
American  children  live  apart  from  their  fathers,  forcing 
families  onto  welfare.  Forty-five  percent  of  Black  children 
under  the  age  of  18  live  below  the  poverty  line. 

The  number  of  African-American  men  going  to  college  has 
been  decreasing,  so  the  number  achieving  graduate  and 
professional  levels  of  education  has  fallen,  too.  Between  1976 
and  1986,  the  number  of  African-American  males  attending 
college  decreased  by  about  30,000.  In  1976,  684  African- 
American  males  received  Ph.D.’s  in  America;  in  1986,  there 
were  321.  African-American  men  account  for  6 percent  of  the 
U.S.  population  and  3.5  about  percent  of  the  college-student 
population. 

African-American  babies  die  at  a rate  twice  that  of  White 
babies.  African-American  mothers  die  during  childbirth  at  a 
rate  four  to  five  times  that  of  Whites.  African  Americans 
comprise  12  percent  of  the  Nation’s  population  but  suffer  80 
percent  of  the  premature  mortality  from  normally  nonfatal 
conditions  such  as  asthma,  appendicitis,  bladder  infections, 
and  pneumonia. 

As  I look  at  African-American  life,  I realize  we  are  still  not 
considered  equal  to  Whites.  The  May/June  1986  issue  of  the 
Harvard  Business  Review  did  a survey  about  the  attitude  of 
graduates  of  Harvard,  Princeton,  and  Yale.  The  senior  execu- 
tive officers  in  major  corporations  around  the  country  were 
asked  a very  simple  question:  Do  you  agree  or  disagree  with 
the  statement,  “Blacks  are  intellectually  inferior  to  Whites.” 
Sixty-three  percent  of  the  Princeton  graduates,  54  percent  of 
the  Yale  graduates,  and  43  percent  of  the  Harvard  graduates 
agreed  with  the  statement  that  Blacks  are  intellectually  in- 
ferior to  Whites.  These  are  the  people  in  charge  of  jobs  in 
America. 
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The  credentials  African  Americans  bring  to  a situation, 
whether  they  are  equal  to  or  greater  than  those  of  their  White 
counterparts,  are  of  little  consequence.  The  perception  of  the 
person  sitting  behind  the  desk  is  that,  no  matter  what  the 
credentials,  African  Americans  are  still  not  as  qualified  as 
their  White  counterparts.  In  too  many  instances,  that  is  the 
perception  of  corporate  America. 

African-American  high  school  dropouts  earn  only  62  percent 
of  what  their  White  counterparts  make.  African-American 
high  school  graduates  earn  only  68  percent  as  much  as  Whites 
in  that  category.  African-American  college  graduates  make 
only  71  percent  of  what  their  White  counterparts  earn.  When 
we  look  at  two-earner  households,  where  the  husband  and  the 
wife  work,  African-American  families  still  earn  only  85  per- 
cent of  what  their  White  counterparts  make.  Female  African- 
American  single  heads  of  households  make  only  57  percent  of 
what  their  White  counterparts  make.  All  along  the  spectrum, 
the  issue  comes  back  to  race  and  America’s  treatment  of  our 
people. 

Since  1930,  when  records  of  executions  began  to  be  kept,  488 
people  have  been  killed  or  sentenced  to  death  for  rape  in 
America.  Forty-eight  of  those  people  were  White  and  405  were 
African  American.  Since  1930,  a total  of  3,909  people  have 
been  executed  for  murder  or  rape.  Out  of  that  number,  2,083 — 
more  than  53  percent — were  African  American.  I can  find  no 
record  in  the  history  of  America  of  a White  being  executed  for 
killing  an  African  American  or  for  raping  an  African- 
American  woman.  You  are  telling  me  that  no  White  person 
has  ever  murdered  an  African  American  or  raped  an  African- 
American  woman  in  this  country  since  1930? 

Yes,  we  have  a major  challenge.  It  is  an  uphill  journey,  but  the 
view  is  from  the  top.  We  can  change  our  destiny.  Yes,  we  can, 
because  we  have  the  money,  we  certainly  have  the  skills,  we 
certainly  have  the  spirituality,  we  have  the  strength.  But  we 
must  look  to  ourselves  and  understand  that  healing  occurs 
from  inside  out.  Let  us  come  together.  Let  us  network.  Let  us 
go  from  here,  not  only  to  advocate  more,  but  more  important, 
we  must  take  action. 

The  problems,  particularly  health  problems,  of  our  people 
come  from  a lack  of  discipline.  We  do  not  have  the  discipline 
we  need.  When  I think  about  wellness  and  health  promotion, 
I think  we  personally  can  change  many  of  the  health  data  that 
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affect  us.  I looked  out  my  window  this  morning  and  I saw  a 
number  of  us  jogging  around  the  track  on  the  fourth  or  fifth 
floor  of  this  hotel.  And  I said,  “God,  things  are  changing. 

Things  are  looking  good,  we  can  make  a difference.” 

And  I think  that  the  greatest  gift  that  we  have  been  given  is 
this  human  body  and  its  spirit.  This  is  our  gift  from  God;  what 
we  do  with  it  is  our  gift  back  to  God.  Too  many  of  us  are  abusing 
it.  We  need  to  take  care  of  this  body.  When  you  take  care  of  it, 
it  will  take  care  of  you.  It  also  has  sociological  implications.  I 
fantasize  and  I dream  about  what  would  happen  if,  in  our 
communities  across  the  country,  we  had  African-American 
women  and  men  jogging  and  walking  for  their  health 
throughout  their  community  and  simultaneously  noticing 
what  is  going  on  in  the  community.  What  would  happen  if  we 
had  large  numbers  of  our  people  jogging,  walking,  and  creat- 
ing a presence  in  areas  where  negative  activity  is  going  on?  I 
suggest  to  you  that  people  would  think  twice  about  doing  crime 
if  large  crowds  of  people  were  jogging  on  the  streets.  We  can 
do  something  to  help  ourselves,  we  can  help  improve  our 
health  conditioning  while  we  simultaneously  deal  with  the 
negative  elements  in  our  community.  We  can  make  a dif- 
ference. 

Rev.  Renita  Weems,  D.Div.,  Professor  of  Religion,  Vanderbilt 
University 

Rev.  Weems  reminded  the  audience  that,  despite  their  interest  in  scientific 
analysis  of  the  problems  at  hand,  they  must  never  forget  the  human  and  divine 
elements  that  are  so  much  more  important. 

Rev.  Weems  described  the  spiritual  weakness  of  youth,  who  have  been  given 
material  goods  beyond  the  dreams  of  their  parents,  but  who  do  not  understand 
that  those  goods  are  only  a means  to,  and  not  the  end  of,  happiness  and  human 
worth.  She  also  reminded  the  audience  that  the  fights  against  AOD  abuse  and 
HIV  infection  are  not  just  intellectual  battles,  but  are  profoundly  personal; 
nearly  every  African-American  family  has  been  stricken  by  these  problems, 
and  those  that  have  not  are  still  subject  to  the  same  social  forces  that  can  bring 
on  such  problems. 

But  she  ended  optimistically,  exhorting  the  conference  participants  to 
maintain  the  hope,  will,  and  faith  to  go  back  to  their  communities  and  begin 
the  work  of  turning  advocacy  into  action. 


Workshop  (Track)  Summaries 


The  main  work  of  the  conference  took  place  in  workshops  organized  around 
five  tracks.  The  bulk  of  this  volume  comprises  the  papers  presented  in  those 
I workshops,  which  met  concurrently  over  the  three  days  of  the  conference. 
Each  workshop  focused  on  the  combination  of  factors  that  add  up  to  the  five 
subjects  considered  in  the  tracks. 

The  Black  Males  track  examined  education,  the  media,  male-female 
| relationships,  youth,  and  alcohol  use.  Speakers  discussed  sexual  lifestyles, 
spirituality,  successful  models,  and  how  to  work  with  African-American 
males. 

Several  recommendations  for  turning  advocacy  into  action  in  regard  to 
Black  males  arose  from  the  track  discussions: 

• Establish  a Black  Male  Resource  Center  to  conduct  or  facilitate  the 
conduct  of  research  into  issues  relating  to  alcohol  and  other  drug  abuse 
among  Black  males;  disseminate  findings  from  research  projects  relat- 
ing to  Black  males;  and  provide  funding  for  innovative  approaches  to 
working  with  Black  males; 

! • Form  a committee  composed  of  interested  individuals  from  outside  the 

Federal  Government  to  advise  conference  co-sponsors  about  program 
initiatives  the  Federal  Government  could  undertake  to  enhance  the 
status  of  Black  males; 

• If  there  is  to  be  a third  conference,  build  plans  into  the  workshop 
structure  for  soliciting  specific  resolutions  or  recommendations  for 
action; 

• Consider  consulting  such  organizations  as  the  Association  of  Black 
Psychologists,  the  National  Medical  Association,  and  the  National 
Association  of  Black  Social  Workers  when  new  initiatives  focusing  on 
the  Black  male  are  being  conceptualized  and  developed;  and 

• Pay  special  attention  to  how  Black  males  are  portrayed  by  conference 
co-sponsors. 

The  Drug-Related  HIV  Infection  and  AIDS  track  focused  not  only  on 
1 the  disease  itself,  but  also  on  related  topics  such  as  the  family,  the  availability 
of  community  resources,  research  results,  and  the  special  problems  of  women. 

Substantial  evidence  links  HIV  infection  with  alcohol  and  other  drug  abuse. 
Because  of  the  chance  of  coming  into  contact  with  infected  blood  in  the  process 
of  sharing  needles,  intravenous  drug  use  is  among  the  easiest  ways  to  get  HIV. 
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More  recently,  studies  have  shown  a connection  between  crack-cocaine  and 
injected  drug  use,  and  thus  with  HIV.  In  fact,  any  drug  that  disinhibits  an 
individual  can  lead  to  the  behaviors  that  put  a person  at  risk  for  HIV  infection. 

Four  issues  dominated  discussion  in  the  conference  workshops  devoted  to 
drug-related  HIV  infection  and  AIDS.  In  fact,  the  same  four  issues  cropped  up 
in  the  other  four  tracks  as  well. 

The  first  important  issue  is  training.  Continuous  training  must  be  provided 
for  counselors,  administrators,  and  executive  directors  of  AOD-abuse 
programs  to  ensure  that  these  professionals  are  kept  up  to  date  with  all  the 
issues  related  to  HIV  as  well  as  other  medical  problems  that  are  associated 
with  alcohol  and  other  drug  abuse.  Politicians  also  must  be  educated  about 
HIV  and  AOD  abuse  so  they  can  make  the  right  decisions  for  each  community. 

The  second  crucial  issue  is  service,  which  includes  both  prevention  and 
treatment.  Dealing  with  primary  prevention  alone  is  not  enough;  programs 
must  deal  with  secondary  and  tertiary  prevention  issues  as  well.  On  the 
treatment  side,  we  must  offer  “one-stop  shopping”  for  services.  The  clients 
most  in  need  of  multiple  services  are  those  least  able  to  run  around  looking 
for  them.  Every  community  must  have  one  place  that  provides  AOD  abuse 
treatment,  nutrition  counseling,  medical  care,  legal  services,  housing, 
transportation,  and  child  care. 

The  third  important  issue  is  research.  In  many  communities  there  seems 
to  be  a mutual  distrust  and  lack  of  common  vocabulary  between  treatment 
and  research  people.  If  they  could  instead  cooperate,  it  would  be  easier  both 
to  go  after  research  dollars  and  to  answer  questions  specific  to  each  com- 1 
munity.  What  often  happens  now  is  that  a majority  of  researchers  enter  the 
community  from  outside,  leading  to  some  distrust.  These  outside  researchers 
must  be  trained  to  answer  questions  pertinent  to  the  communities  they  serve. 

The  fourth  important  issue  is  politics.  Politics  is  extremely  important  in  | 
our  field,  so  we  have  to  learn  to  “play  the  game.”  Many  health  and  human- 
service  workers  are  naive  when  it  comes  to  politics;  this  must  change  if  we  are 
to  continue  enjoying  adequate  funding  for  our  prevention  and  treatment 
programs.  Most  Americans  have  come  to  understand  that  alcohol  and  other 
drug  abuse  is  destructive  to  the  economy  and,  if  nothing  is  done,  we  will  j 
continue  to  be  hurt  as  a Nation  and  as  a society.  We  must  make  sure  that  those 
who  make  our  Nation’s  decisions  understand  that  as  well. 

The  Prevention  track  considered  topics  as  diverse  as  influencing  legis- 
lation, talking  to  teens,  spirituality,  fund-raising,  building  coalitions,  and 
evaluating  programs.  Recommendations  for  action  from  this  track  include: 
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• Form  an  ad  hoc  committee  to  develop  strategies  for  persuading  corpora- 
tions other  than  alcohol  and  tobacco  manufacturers  to  advertise  in 
African-American  media; 

• Develop  a report  to  send  to  ad  agencies  and  African-American  organiza- 
tions to  encourage  their  assistance  in  negotiating  with  alcohol  and 
tobacco  manufacturers; 

j 

• Meet  with  African-American  media  representatives  to  increase  their 
awareness  of  the  need  to  include  prevention  messages  in  their  cam- 
paigns and  the  need  to  attract  broad-based  advertising; 

• Convene  a meeting  among  representatives  of  the  national  media  with 
representatives  of  African-American  media  to  discuss  controversial 
issues  having  to  do  with  preventing  alcohol  and  other  drug  abuse; 

• Arrange  for  the  ad  hoc  committee  to  meet  with  DHHS  Secretary  Louis 
Sullivan  to  solicit  his  support  in  developing  a strategy  to  persuade 
corporations  other  than  alcohol  and  tobacco  manufacturers  to  advertise 
in  African-American  media; 

• Encourage  African  Americans  and  others  to  subscribe  to  African- 
American  newspapers  and  magazines;  and 

• Work  with  communities  to  develop  a strategy  for  making  sure  alcohol 
and  tobacco  messages  on  billboards  located  in  African-American  com- 
munities include  equal  representation  of  health-related  issues. 

The  Treatment  track  broadened  the  issue  to  consider  its  community  and 
social  implications.  Workshops  dealt  with  such  topics  as  multiple  diagnosis, 
women’s  issues,  family  issues,  homelessness,  and  special  populations  such  as 
youth  and  gay  and  lesbian  communities. 

A number  of  recommendations  were  made  for  translating  advocacy  into 
action: 

• Continue  professional  education  programs  designed  to  cultivate 
African-American  treatment  practitioners; 

• Expand  efforts  to  teach  the  U.S.  Congress  and  State  and  local  legis- 
lators and  administrators  about  the  problems  and  treatment  needs  of 
the  African-American  community; 

• Promote  the  development  of  demonstration  grant  programs  that  target 
high-risk  African-American  populations; 

• Develop  monographs,  training  manuals,  and  other  types  of  technical 
assistance  to  address  grantsmanship  and  other  strategies  for  getting 
diversified  funding; 
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• Review,  update,  and  develop  treatment  protocols  appropriate  to 
African-American  culture  for  service  providers; 

• Form  a committee  of  African-American  treatment  providers  to  advise 
OTI  on  the  development  of  treatment  protocols,  evaluations,  and  pro- 
gram development; 

• Develop  future  conference  programs  that  include  more  workshops  on 
building  skills; 

• Enlist  the  religious  community  in  planning  and  implementing 
programs  on  AOD  abuse  treatment,  referral,  and  aftercare  in  com- 
munity settings;  and 

• Develop  a technical  assistance  guide  for  the  religious  community  that 
takes  into  account  its  varied  social  and  economic  settings. 

The  Youth  track  gave  youth  leaders  an  opportunity  to  get  together  and 
discuss  the  problems  facing  young  African  Americans. 

The  goal  of  this  track  was  to  mirror  the  goals  and  objectives  of  the  larger 
conference  in  a way  that  would  capture  and  maintain  the  attention  of  the 
youth.  The  idea  behind  the  track  was  to  give  the  youth  anti-AOD  abuse 
messages  as  well  as  positive  alternatives  to  negative  peer  pressure.  The  youth 
also  learned  a great  deal  about  the  positive  aspects  of  living  an  Afrocentric 
lifestyle. 

The  conference  brought  together  more  than  200  African-American  youth 
from  around  the  country  who  had  been  identified  as  community  leaders.  In 
African  cultures,  the  distinction  between  youth  and  adult  is  blurred.  Youth 
are  included  in  all  societal  activities,  to  learn  the  culture  and  their  respon- 
sibilities to  it  and  to  share  their  enthusiasm  and  creativity. 

Youth  conferees  participated  in  all  the  plenary  sessions  and  in  workshops 
selected  for  relevance  to  youth.  They  also  attended  several  workshops  aimed 
at  enhancing  their  knowledge  of  African-American  culture.  These  included 
lectures  on  history  and  culture,  rap  sessions,  story-telling  sessions,  and 
presentations  of  African  music,  dance,  and  art. 

A group  of  32  youth  leaders  from  19  different  states  presented  the  ex- 
travaganza, “In  Celebration  of  Youth.”  With  only  10  hours  of  preparation,  and 
the  guidance  of  Nsenga  Warfield-Coppock,  they  designed,  produced,  and 
performed  a show  that  displayed  their  creative  ability  through  recitations, 
skits,  rap  music,  African  and  Hip-Hop  dance,  and  song.  The  theme,  “Just  Say 
Know,”  focused  on  the  importance  of  knowing  one’s  culture  and  ethnic  heritage 
and  appreciating  the  dedication,  work,  and  commitment  made  by  our  ances- 
tors who  paved  the  way  so  that  subsequent  generations  could  enjoy  the 
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privilege  and  opportunity  to  express,  individually  and  collectively,  the  creative 
abilities  of  all  persons. 

The  youth  also  participated  in  a series  of  presentations  by  successful 
African-American  professionals  on  the  roles  and  responsibilities  of  young 
leaders.  The  first,  Crystal  Kirkendahl’s  “African  American  Leadership  Con- 
i cepts,  Issues,  and  Opportunities,”  defined  leadership  as  the  process  of  promot- 
! ing  change.  She  asserted  that  other  qualities  of  a leader — communicator, 
organizer,  listener,  friend,  and  inspiration — are  useless  unless  the  community 
, is  improved. 

Kirkendahl  gave  the  youth  12  “tips”  on  promoting  change  in  their  com- 
| munities: 

1.  Understand  the  subliminal  messages  about  race  in  our  society. 
The  association  made  in  our  culture  between  “dark”  and  “bad” 
(e.g.,  a dark  day  for  America)  must  not  lead  to  the  thought  that 
dark  skin  is  in  any  way  inferior. 

2.  Those  who  do  not  know  their  own  history  are  doomed  to  repeat 
it. 

3.  All  people  need  to  have  a vision  of  what  they  want  to  do  with 
their  life,  preferably  by  the  age  of  25. 

4.  Education  is  power.  The  more  education  you  have,  the  more 
powerful  you  will  be. 

5.  Persistence  is  key  to  being  a leader.  Abraham  Lincoln  is  known 
as  a great  success,  but  in  the  course  of  his  lifetime  he  went 
bankrupt,  had  a nervous  breakdown,  and  lost  several  elections 
before  he  was  finally  elected  president. 

6.  Everyone  has  special  strengths  and  talents,  and  leaders  must 
know  those  strengths  and  use  them  to  their  maximum  effect. 

7.  Learning  never  ends.  Learning  continues  after  school,  on 
weekends,  during  summer  vacations,  and  goes  on  every  day  for 
the  rest  of  our  lives. 

8.  Racism  is  a fact  of  life  in  America,  but  African-American  leaders 
should  never  use  racism,  elitism,  or  other  forms  of  discrimina- 
tion against  the  less  fortunate  members  of  society. 

9.  Punctuality  is  critical  for  youthful  leaders  to  be  taken  seriously 
in  this  society. 

10.  Every  person  has  a “creative  tension”  about  aspects  of  society 
that  he  or  she  wants  to  change.  The  role  and  responsibility  of  a 
leader  are  to  utilize  this  creative  tension  to  bring  about  change. 
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11.  A key  to  a leader’s  success  is  other  people.  Whether  it  is  called 
networking,  reaching  out  to  others,  or  creating  alliances,  the 
true  leader  is  more  effective  when  he  or  she  involves  other 
people. 

12.  A leader  must  be  prepared  for  grief  and  emotional  pain,  but 
these  must  never  stop  one  from  changing  society  for  the  better. 

Rev.  Rodney  Sadler  addressed  the  youth  leaders  on  “The  Role  of  Religion 
and  Political  Activism  in  the  African-American  Community.”  Unlike  in  other 
societies,  where  religion  is  separated  from  politics  and  society,  he  said,  the 
African-American  church  has  always  been  a critical  part  of  social  and  political 
change.  He  cited  leaders  of  unsuccessful  slave  rebellions,  such  as  Gabriel 
Prosser,  Nat  Turner,  and  Denmark  Veecy,  who  were  originally  ministers.  This 
trend  can  still  be  seen  today.  Many  of  the  leaders  of  the  civil-rights  movement, 
including  the  Rev.  Martin  Luther  King,  Jr.,  were  first  and  foremost  religious 
leaders.  The  close  association  between  religion  and  power  in  the  African- 
American  community  is  also  reflected  in  the  political  importance  of  religious 
leaders  and  in  the  strong  support  that  African  Americans  provide  to  their 
church’s  minister. 

I 

The  origins  of  this  activism  are  rooted  in  the  fact  that  the  African-American 
churches  were  the  first  “Black-owned  and  -operated”  institutions  in  America. 
They  began  as  revolutionary  organizations,  because  the  first  ministers  were 
often  people  who  had  learned  to  read,  an  act  that  was  itself  a crime  to  slave 
owners.  Unlike  other  institutions  that  were  controlled  by  the  slave  owners, 
African-American  churches  were  free  to  point  out  the  immorality  of  slavery. 

The  Old  Testament  gave  the  slaves  a strong  example  of  liberation:  If  God 
freed  the  Jews,  surely  He  would  free  the  slaves.  Many  African-American 
churches  were  instrumental  in  the  operation  of  the  Underground  Railroad. 
The  A.M.E.  Zion  Church,  known  as  “Freedom  Church,”  cultivated  ministers 
such  as  Frederick  Douglass  and  Harriet  Tubman,  who  led  the  abolitionist 
movement,  freed  African  Americans  from  the  belief  that  their  freedom  would 
not  come  until  the  hereafter,  and  convinced  them  that  they  deserved  freedom 
in  this  life. 

The  church  was  also  the  breeding  ground  for  democracy  in  the  African- 
American  community.  Many  churches  selected  their  ministers  or  bishops  by 
a vote.  Churches  also  supported  a wide  variety  of  other  ventures,  such  as  ' 
schools,  hospitals,  publishing  houses,  and  social  services.  These  not  only 
provided  badly  needed  services  but  also  gave  African  Americans  the  education 
and  business  experience  that  they  could  not  receive  from  an  otherwise  racist 
society. 

African-American  churches  continue  at  the  forefront  of  social  change  in 
America.  Churches  sponsor  national  anti-drug  campaigns,  mentoring 
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programs,  and  community  economic-development  efforts.  Rev.  Martin  Luther 
King,  Jr.,  declared  that  the  African-American  church  must  remain  militant 
enough  to  fight  for  social  justice  and  racial  and  economic  equality,  but 
moderate  enough  to  achieve  these  in  a nonviolent  manner. 

Virginia  Davis’s  presentation,  “What  Is  the  Role  of  a Leader  for  Promoting 
Health  Within  a Community?”,  recited  the  health  problems  that  confront 
African  Americans  today,  statistics  young  people  often  view  as  an  abstract 
problem  distant  from  their  everyday  experience.  In  fact,  this  low  health  status 
directly  affects  every  young  African  American.  At  the  same  time,  every  young 
leader  has  it  within  his  or  her  power  to  alleviate  these  problems,  both 
personally  and  in  the  community. 

Life  expectancy  among  African-American  men  and  women  is  much  lower 
than  in  the  majority  population.  Only  a few  years  ago,  the  average  life 
expectancy  for  African-American  males  had  risen  to  65,  the  retirement  age. 
Now,  life  expectancy  for  this  group  is  falling. 

AIDS  is  a crisis  throughout  society,  but  particularly  among  African 
Americans.  Seventy- three  percent  of  all  women  and  78  percent  of  all  children 
with  AIDS  are  people  of  color. 

One  of  the  key  health  indicators  in  any  society  is  its  infant  mortality  rate. 
For  African  Americans,  a greater  percentage  of  infants  die  before  age  1 than 
in  some  underdeveloped  countries.  They  die  for  many  reasons,  including  poor 
medical  care.  However,  many  die  from,  and  far  more  are  born  with,  low  birth 
weight  because  of  the  mother’s  poor  nutrition,  use  of  alcohol  and  other  drugs, 
smoking,  and  other  health  problems — and  the  problem  is  becoming  worse. 

Teen  pregnancy  is  one  of  the  biggest  problems  facing  young  African 
Americans  today.  More  than  10,000  births  a year  are  to  10-  to  14-year-olds. 
Young  women  must  realize  that  being  pregnant  is  “like  being  grounded  for  18 
years.”  Having  a baby  precludes  responsible  choices  such  as  finishing  high 
school,  going  to  college,  and  getting  a job. 

Avoiding  unprotected  sex  is  one  thing  all  young  African  Americans  can  do 
to  protect  their  health  as  well  as  that  of  their  communities.  This  not  only 
prevents  AIDS  and  other  sexually  transmitted  diseases,  it  is  also  the  respon- 
sible choice  for  preventing  teen  pregnancy.  Young  leaders  can  get  the  educa- 
tion they  need  only  by  avoiding  unintended  pregnancies. 

African  Americans  also  contract  many  chronic  diseases,  such  as  high  blood 
pressure  and  some  forms  of  cancer.  These  can  often  be  prevented  with  good 
nutrition  and  adequate  exercise.  But  the  biggest  killers  of  African-American 
males  are  other  African-American  males.  Violence  is  a major  health  problem 
among  our  children.  It  is  frightening  to  realize  that  135,000  children  every 
day  take  a gun  to  school. 
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Young  African-American  leaders  have  a duty,  both  to  themselves  and  to 
their  people,  to  make  responsible  choices  about  their  lives.  They  have  an  even 
larger  responsibility  for  the  health  of  African  Americans.  They  can  choose  to 
join  the  health-career  team  that  will,  in  the  coming  years,  work  to  improve 
health  in  America.  This  health-career  team  includes  not  only  doctors,  nurses, 
and  pharmacists,  but  also  scientists  to  do  research  on  AIDS  and  other  health 
problems,  medical  economists  to  solve  health-care  financing  problems,  medi- 
cal social  workers  to  attend  to  myriad  social  needs,  and  engineers  and 
inventors  to  develop  the  high-technology  machines  that  have  become  a critical 
part  of  modern  health  care.  There  is  a place  on  this  team  for  everyone  who  is 
interested  in  improving  African-American  health. 

The  first  step  for  young  leaders  is  to  recognize  that  “I  must  be  prepared.” 
It  is  not  enough  to  slip  through  academics  in  a mediocre  manner.  The 
African-American  community  deserves  the  best  care  possible,  and  this  means 
leaders  must  have  the  best  education  possible.  Every  leader  also  must  recog- 
nize the  enormous  difference  that  one  individual  can  make  in  improving 
society. 

Leaders  must  realize  that  their  abilities  do  not  give  them  the  right  to  be 
elitists.  Leadership  brings  not  rights,  but  responsibilities  to  society  and  to 
culture.  These  responsibilities  must  begin  with  the  young  leader  resolving, 
“Whatever  I want  to  be,  I’ll  be  the  best.” 

Showcase  Events  interspersed  among  the  workshops  lent  variety  to  the 
conference.  Ranging  from  anti-drug  rap  music  to  discussions  of  new  preven- 
tion programs,  these  events  let  participants  focus  on  their  individual  concerns 
in  the  context  of  the  larger  issues  confronting  the  African-American  com- 
munity. The  showcase  events  were  designed  to  reflect  the  holistic  approach  to 
problems,  communicating  not  just  through  words,  but  through  sights,  sounds, 
and  touch  as  well.  The  events  thus  showed  how  music,  dance,  poetry,  theater, 
and  other  arts  can  be  applied  to  prevention  and  treatment  efforts. 
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Introduction 

j 

William  M.  Harvey 

The  conference  workshops  were  organized  along  five  interwoven  and  inter- 
related tracks,  each  placing  special  emphasis  on  issues  of  importance  to 
African-American  males.  The  Black  Males  track  was  included  with  the  four 
more  focused  tracks  to  stress  the  major  problems  and  obstacles  African- 
American  males  face  in  their  very  efforts  to  exist,  thrive,  and  realize  their 
potential  in  the  United  States  and  in  the  world. 

The  Black  Mai*10  A~ack  encouraged  conference  participants  to  take  a hard 
look  at  an  appalling  situation;  readers  of  this  volume  are  asked  to  do  the  same. 
Consider  what  is  happening  in  the  criminal-justice  system  and  examine  the 
methods  used  by,  and  the  attitudes  instilled  in,  police  departments.  Consider 
the  socioeconomic  picture  for  African-American  males:  no  jobs,  poor  housing, 
a bleak  educational  outlook,  an  enormous  number  of  dropouts  and  pushouts, 
incomprehensibly  high  rates  of  violence,  homicide  as  a leading  cause  of  death, 
teenagers  living  in  continuous  war  zones.  And  consider  the  health  picture: 
African-American  males  are  disproportionately  afflicted  by  alcohol  and  other 
drug  abuse,  HIV  infection,  AIDS,  sexually  transmitted  diseases,  hyperten- 
sion, and  other  chronic  diseases. 

One  of  the  central  goals  of  this  conference  was  to  empower  communities 
and  individuals  to  deal  effectively  with  the  AOD  abuse  problem  in  local 
communities.  Each  of  the  workshops,  and  especially  those  in  the  Black  Males 
track,  stimulate  discussion  about  strategies  for  fostering  greater  empower- 
ment of  the  African-American  male.  The  goal  was  to  establish  a clear  focus  on 
and  a broad  view  of  the  whole  situation  of  African-American  males. 

There  is  no  question  that  a great  crisis  is  at  hand,  but  there  is  more  to  the 
situation  than  gloom  and  doom.  Not  everything  that  the  African-American 
male  is  doing  is  wrong  or  ineffective.  On  the  contrary,  examples  abound  that 
African  Americans  have  been,  and  continue  to  be,  a very  strong  race — a race 
that  has  been  able  to  withstand  socioeconomic  and  cultural  devastation.  This 
resilience  springs  from  rich  spiritual  and  cultural  histories. 

Those  histories  were  not  ignored  at  the  conference:  participants  were 
encouraged  to  reaffirm  their  spirituality  and  not  to  be  afraid  to  admit  in  public 
what  so  many  admit  in  private  when  things  get  tough:  belief  in  God  and  in  the 
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purpose  of  existence.  Spirituality — a realization  of  who  one  really  is — makes 
the  difference. 

Although  African-American  males  survived  slavery  and  the  Great  Depres- 
sion, and  even  the  1980s  and  their  trickle-down  economics,  the  situation  today 
is  more  threatening.  But  many  African  Americans,  especially  the  young 
people,  are  doing  just  fine,  such  as  those  who  attended  the  conference.  So  there 
is  hope,  provided  there  is  also  a return  to  the  values  that  have  helped  not  only 
African  Americans  but  the  entire  world:  truth,  righteous  conduct,  respect  for 
one  another,  and  love. 

In  one  way  or  another,  those  values  underlie  the  thinking  in  each  of  the 
papers  that  follow.  These  papers  accurately  represent  much  of  the  discussion 
that  took  place  in  the  conference’s  workshops  on  Black  males.  The  reader, 
however,  is  encouraged  to  look  at  these  issues  as  the  conference  participants 
did — from  the  human  viewpoint  as  well  as  the  academic  one. 


Social  Conditions  That  Contribute  to  or 
Inhibit  Alcohol  and  Other  Drug  Use 
Among  Black  Male  Youth 


William.  J.  Knox 

One  of  the  greatest  challenges  facing  African  Americans  today  is  finding 
ways  to  save  children  from  lethal  injections  of  illicit  narcotics  or  fatal  con- 
sumption of  alcohol.  The  community,  educational  system,  Federal  Govern- 
ment, and  church  are  embroiled  in  this  fight  to  save  young  African-American 
males  from  the  grips  of  alcohol  and  other  drug  abuse.  The  primary  focus  of 
this  paper  is  to  identify  some  of  the  factors  that  contribute  to  alcohol  and  other 
drug  use  and  to  uncover  solutions  in  the  process. 

Contributing  Factors 

The  social  causes  that  contribute  to  the  young  African-American  male’s  use 
; of  alcohol  and  other  drugs  include  peer  pressure,  the  breakdown  of  family 
, structure,  the  lack  of  role  models,  the  media’s  role  in  glamorizing  alcohol,  the 
lack  of  education,  and  high  unemployment. 

Peer  Pressure 

Peer  pressure  can  be  defined  as  one  equal’s  exerting  a positive  or  negative 
influence  on  another,  usually  by  causing  physical  or  mental  distress.  Accord- 
ing to  John  Willingham,  an  intake  coordinator  and  counselor  at  the  Metro 
Atlanta  Rehabilitation  Center,  “Peer  pressure  within  the  minds  of  Black 
inner-city  youth  is  a very  real  and  painful  nightmare.  Many  Black  males  are 
faced  with  the  troubles  of  being  ‘one  of  the  guys’  or  having  premarital  sex  just 
because  everyone  else  is  doing  it.” 

Young  African-American  males  must  cope  with  this  pressure,  and  many 
turn  to  alcohol  and  other  drugs  as  a coping  mechanism.  This  is  not  to  say  that 
all  inner-city  African-American  males  turn  to  AOD  use  for  a way  out,  but  all 
too  many  do. 

Breakdown  of  Family  Structure 

The  home  environment  plays  a strong  role  in  developing  the  minds  and 
emotions  of  African-American  male  youth.  According  to  Jawanza  Kunjufu  in 
his  book  Developing  Positive  Self-Images  and  Discipline  in  Black  Children, 
latchkey  kids — who  at  the  age  of  12  or  13  may  have  to  baby-sit  for  their  little 
brothers  and  sisters  or  cook  and  clean  for  the  family — are  under  a great  deal 
of  pressure.  Such  pressure  causes  the  youth  to  search  for  an  escape,  and  all 
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too  often  the  way  out  is  through  alcohol  and  other  drugs.  According  to 
Willingham,  half  the  African-American  males  who  enter  rehabilitation 
centers  come  either  from  broken  homes,  which  are  those  without  a dominant 
father  figure  present,  or  from  homes  where  the  male  figure  is  overshadowed 
by  the  mother,  who  plays  both  parental  roles. 

One  root  cause  for  the  crisis  of  the  African-American  male  is  the  lack  of 
communication  within  the  family  unit.  Early-childhood  research  confirms  the 
importance  of  parental  nurturing.  A child  who  is  abandoned  or  who  does  not 
receive  enough  nurturing  in  the  first  years  of  life  appears  stunted  in  intellec- 
tual, emotional,  and  social  growth.  When  the  parents  of  such  a child  are  quick 
to  chastise  but  slow  to  comfort,  the  child  will  often  develop  anger  and  resistance 
toward  any  authority  figure.  Furthermore,  if  their  physical,  safety,  and  security 
needs  are  not  fulfilled,  children  cannot  satisfy  their  need  for  self-esteem; 
without  adequate  self-esteem,  children  cannot  reach  their  full  potential. 

Black  Male  Role  Models 

One  of  the  greatest  problems  in  the  African-American  home  environment 
is  the  absence  of  a male  role  model  or  father  figure.  Many  young  inner-city 
African-American  males  grow  up  in  single-parent  homes  headed  by  a mother 
who  must  tackle  the  roles  of  mother,  father,  and  provider.  This  situation  itself 
puts  a certain  amount  of  pressure  on  the  male  youth  in  the  home.  John 
Willingham  of  the  Metro  Atlanta  Rehabilitation  Center  says  that  at  ap- 
proximately 12  to  15  years  of  age,  the  male  youth  will  break  away  from  his 
mother  emotionally;  this  is  often  when  he  turns  to  the  dominant  male  figure 
in  the  home.  When  this  male  figure  is  absent,  then  the  youth  turns  to  the 
dominant  male  figure  in  the  immediate  community.  All  too  often  for  African- 
American  inner-city  youth  this  male  figure  is  the  resident  drug  dealer. 

This  is  not  to  say  that  all  African-American  inner-city  male  youth  who  are 
without  a dominant  male  figure  in  their  immediate  family  will  turn  to  the 
drug  dealer.  However,  the  fact  that  25  percent  of  African-American  males  aged 
18  to  30  are  imprisoned  for  at  least  25  years  (Statistical  Record  of  Black 
America  1990)  lends  support  to  this  possibility:  these  prisoners  are  the  fathers 
of  African-American  inner-city  male  youth.  Teenage  fathers  who  drop  out  of  ; 
high  school  and  do  not  care  for  their  children  are  another  segment  of  absentee 
fathers  who  leave  the  neighborhood  dealer  as  the  image  to  live  up  to. 

In  addition  to  the  25  percent  of  the  African-American  male  population  in 
prison,  30  percent  are  unemployed,  and  another  22  percent  suffer  from  alcohol 
and  other  drug  abuse.  These  statistics  account  for  an  astounding  77  percent 
of  the  adult  African-American  male  population,  which  leaves  23  percent  to 
take  up  the  slack  (Statistical  Record  of  Black  America  1990).  It  is  no  wonder, 
with  the  staggering  odds  facing  them,  that  so  many  of  today’s  young  African- 
American  males  do  not  even  try  to  transcend  these  statistics.  Instead,  they 
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choose  quick  and  easy  cures  for  their  pain:  using  or  selling  illicit  narcotics, 
burglary,  or  simply  drinking  alcoholic  beverages  to  excess.  These  males  too 
often  aspire  to  obtain  and  maintain  the  drug-dealer  image  simply  because  it 
looks  like  the  easy  life.  But,  as  Willingham  says,  “The  proverbial  easy  way  out 
will  often  land  these  males  in  one  of  two  places,  the  cemetery  or  the  rehabilita- 
[ tion  center.” 

Adding  to  the  problem,  the  number  of  male  role  models  and  teachers  has 
decreased  in  recent  years.  The  Big  Brother  Program  has  dwindled  rapidly 
since  1986,  its  national  volunteer  membership  dropping  from  200,000  to 
175,000.  This  25,000-member  drop  has  put  a terrible  strain  on  the  community 
by  reducing  the  percentage  of  young  African-American  males  who  could 
benefit  from  the  Big  Brother  Program. 

Academic  Environment 

The  schools  many  young  African  Americans  attend  are  staffed 
predominantly  by  White  middle-aged  female  teachers.  This  automatically 
sends  certain  messages  to  young  African-American  males.  First,  it  tells  them 
that  those  African-American  males  who  were  fortunate  enough  to  make  it 
through  college  have  forgotten  about  those  they  left  behind.  But  when  a young 
African-American  male  walks  into  a classroom  and  finds  his  instructor  is  an 
African-American  male,  the  youth  subconsciously  revises  his  attitude  toward 
education.  The  fact  that  someone  he  feels  he  can  relate  to,  by  dint  of  race  and 
gender,  has  chosen  to  return  to  help  him  restores  the  young  male’s  hope.  By 
no  means  does  this  suggest  that  one  African-American  male  instructor  can 
single-handedly  restore  the  faith  of  every  African-American  male  youth  he 
teaches — but  he  may  inspire  a few. 

Fear  of  failure  can  also  depress  academic  performance.  The  burden  of 
having  to  overachieve  in  order  to  compete  with  the  average  White  male  is  not 
a myth,  it  is  a reality,  as  has  been  proved  in  studies  of  standardized  tests. 

According  to  Gilbert  Turman,  a high  school  principal  in  DeKalb  County, 
Illinois,  “Exams  such  as  the  SAT,  ACT,  and  ASVAB  are  designed  to  systemati- 
cally eliminate  the  majority  of  Black  students  from  competition.  One  out  of 
every  three  Black  students  will  score  1,300  or  better  on  their  SAT  or  ACT. 
Two  out  of  every  three  White  students  will  score  1,300  or  better  on  their  SAT 
or  ACT.” 

In  a case  study  of  more  than  200  African-American  high  school  juniors  and 
seniors,  surveyors  discovered  that  if  the  students  who  scored  below  1,200  in 
an  actual  standardized-testing  situation  are  tested  on  the  same  subject  matter 
in  a normal  classroom  setting,  they  too  will  score  1,200  or  better.  Apparently, 
the  fear  of  failing  actually  causes  failure  by  convincing  youth  not  even  to  try 
to  succeed.  And  how  do  these  youth  deal  with  this  fear  and  its  consequences? 
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They  turn  to  the  first  thing  that  helps  them  forget  about  it — in  all  too  many 
cases,  alcohol  or  other  drugs. 

Media 

A prominent  contributor  to  the  plight  of  today’s  African-American  male 
youth  is  the  media’s  glorification  of  alcohol  and  other  drugs.  Liquor  advertise- 
ments are  plastered  on  every  comer,  pop  up  in  every  other  commercial,  and 
have  practically  saturated  the  major  African-American  magazines,  according 
to  Lockhardt  and  Pettus,  an  African-American  advertising  agency. 

Television  and  movies  produce  many  images  for  young  people  to  emulate, 
but  very  few  of  them  are  positive  role  models.  In  the  movie  “New  Jack  City,” 
for  example,  the  drug  lord  “Nino”  lives  the  lavish  life  of  a successful 
entrepreneur.  But  he  makes  his  money  by  murdering  his  own  people.  The 
police  in  the  movie  are  tied  up  in  legalities  and  cannot  convict  Nino  of  any 
crime,  even  though  he  admits  in  the  courtroom  that  he  sells  drugs.  What  kind 
of  message  does  this  send  to  young  African-American  males? 

Unemployment 

Alcohol  and  other  drug  abuse  are,  not  surprisingly,  more  prevalent  among 
those  young  African-American  males  who  do  not  have  jobs.  And,  according  to 
the  Bureau  of  Labor  Statistics  (1990),  it  is  a proven  fact  that  29  percent  of  all 
inner-city  teenagers  are  out  of  work,  compared  with  13  percent  of  all  teenagers 
nationwide.  For  Black  teenagers,  the  unemployment  rate  is  a staggering 
39  percent.  This  figure  is  even  more  deplorable  for  Black  youth  who  live  in 
poverty-stricken  areas;  the  rate  for  them  is  41  percent. 

African-American  male  youth  are  effectively  barred  from  employment 
opportunities  for  a variety  of  reasons.  Many  businesses,  largely  in  manufac- 
turing, have  moved  out  of  cities  into  the  suburbs,  where  most  youth  incentive 
programs  are  now  concentrated.  Transportation  to  these  jobs  and  programs  i 
is  too  costly  or  unavailable  at  all.  In  a vicious  circle,  the  lack  of  job  prospects 
diminishes  young  males’  motivation  to  obtain  the  skills  necessary  to  get  a job. 
Last  but  not  least,  young  African-American  males  are  not  hired  simply 
because  they  are  young  and  African  American. 

Summary 

All  of  the  aforementioned  contributions  to  alcohol  and  other  drug  use  among 
young  African-American  males  are  interrelated.  Peer  pressure  applies  mental 
or  physical  stress  to  do  something  that  would  not  be  done  otherwise — in  many 
cases,  trying  alcohol  and  other  drugs.  With  no  father  in  the  home  or  male  role 
model  to  confide  in,  the  best  available  substitute  is  someone  who  will  give 
quick  answers  and  temporary  cures,  frequently  the  neighborhood  drug  dealer, 
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who  will  introduce  the  youth  to  a fast-paced  life  of  easy  money.  Because  the 
youth  now  “run”  with  a group  they  can  identify  with,  they  feel  an  obligation 
to  do  as  their  newfound  friends  do.  This  brings  us  back  to  peer  pressure  to  use 
alcohol  and  other  drugs;  it  is  the  youth’s  new  way  of  bonding  with  his  peers. 

Solutions 

i It  is  imperative  that  close  attention  be  paid  to  program  strategies  that 
effectively  prevent  alcohol  and  other  drug  use.  A primary  strategy  should  be 
to  increase  the  number  of  community-based  organizations  that  teach  youth  to 
assist  one  another  (Kunjufu  1984,  p.  27).  Programs  of  this  nature  do  exist:  the 
Big  Brother  Program,  Blacks  Against  Drunk  Driving  (BADD),  and  Mothers 
Against  Drunk  Driving  (MADD),  among  others.  Each  of  these  programs  give 
youth  some  idea  of  what  working  together  can  produce.  The  Big  Brother 
Program,  for  example,  allows  an  inner-city  youth  to  experience  a one-to-one 
relationship  with  an  older  male  who  serves  as  a positive  role  model. 

Community  organizations  can  also  help  to  get  parents  involved  with  their 
children  on  a one-to-one  basis,  helping  them  meet  the  needs  that  will  enable 
their  children  to  achieve  their  maximum  potential.  Such  parental  involvement 
is  also  a good  way  to  diminish  the  power  of  the  peer  group,  whose  influence 
has  grown  because  other  institutions  have  failed  young  people  (Kunjufu  1984, 
pp.  18-19). 

A second  strategy  should  focus  on  the  school  environment.  Gilbert  Turman 
suggests  that  recruiting  more  African-American  male  educators  will  result  in 
a drop  in  the  number  of  African-American  male  youth  who  drop  out  of  school. 
Such  an  effort  would  also  provide  more  African-American  male  role  models. 

A University  of  Chicago  study  of 70,000  public  schools  found  that  the  factor 
most  affecting  student  performance  was  teacher/parent  expectation.  Today’s 
youth  most  often  respond  positively  to  high  expectations.  For  the  most  part, 
youth  need  only  one  individual  who  genuinely  cares  about  them  and  their 
academic  performance  to  inspire  them  to  improve  that  performance.  That 
individual  can  be  a teacher  as  well  as  a parent  (Kunjufu  1984,  p.  26). 

Third,  the  media  should  be  encouraged  to  emphasize  the  horrors  of  alcohol 
and  other  drug  use  rather  than  their  supposed  glamour.  More  programs  are 
needed  in  both  the  classroom  and  the  community  to  educate  African-American 
male  youth  about  the  dangers  of  alcohol  and  other  drugs  rather  than  their 
monetary  value. 

i It  is  imperative  magazines  owned  by  and  targeted  at  African  Americans 
1 reduce  their  reliance  on  alcohol  advertisements.  Such  ads  now  saturate 
periodicals  such  as  Ebony,  Jet,  Essence,  and  Ebony  Male,  to  name  a few. 
Eliminating  ads  that  glamorize  alcohol  is  one  of  the  easiest  ways  to  reduce  the 
influence  alcohol  has  on  African-American  male  youth. 
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A fourth  strategy  for  inhibiting  alcohol  and  other  drug  use  is  to  increase 
government-based  employment  opportunities  for  young  African  Americans. 
This  is  not  to  suggest  that  jobs  be  taken  away  from  current  government 
employees;  instead,  community-service  jobs  should  be  created  and  managed 
by  all-teenaged  staffs  in  an  effort  to  allow  them  to  work  cooperatively  and 
develop  supervisory  and  managerial  skills  (Hurley  and  Horowitz  1990). 

Federal,  State,  and  local  governments  agree  that  they  must  employ  more 
African-American  male  youth,  but  the  question  is,  how?  There  are  at  least 
seven  ways  to  get  started: 

1.  Government  must  urge  the  business  community  to  help  develop 
training  and  job  opportunities  in  the  private  sector.  Govern- 
ments at  every  level  should  form  close  links  with  the  business 
community,  and  local  businesses  should  be  involved  as  much  as 
possible  in  the  development  of  these  programs. 

2.  Make  the  jobs  attractive  to  youth.  These  programs  must  present 
real  alternatives  to  running  the  streets. 

3.  Build  on  organizations  that  already  exist.  Wherever  possible, 
new  programs  should  branch  from  existing  organizations  rather 
than  newly  created,  federally  funded  agencies. 

4.  Provide  opportunities  for  youth  initiatives  that  stress  leader- 
ship and  management  skills.  There  should  also  be  more  oppor- 
tunities for  youth  to  take  the  initiative  in  forming  and  operating 
their  own  enterprises. 

5.  Focus  on  getting  the  youth  to  work  toward  finding  their  own 
jobs. 

6.  Make  a wide  array  of  options  available  to  urban  youth  to  meet 
their  individual  needs. 

7.  Involve  the  unions.  Whenever  a program  places  a youth  in  a 
unionized  job,  inform  the  union  and  get  it  involved  with  that 
youth’s  development. 

Conclusion 

By  concentrating  on  the  elements  that  inhibit  AOD  abuse,  society  can 
effectively  fight  the  plague  destroying  young  African-American  males. 
African-American  adults  must  uphold  community,  family,  and  church  involve- 
ment and  turn  away  from  all  else  if  they  are  to  achieve  the  social  stability  that 
will  save  the  youth. 
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The  Criminal  Justice  System  and 
African-American  Males 

Jesse  E.  Williams,  Jr. 

An  African-American  baby  is  three  times  more  likely  than  a White  baby  to 
be  born  to  a mother  who  has  had  no  prenatal  care  and  is  also  more  likely  to 
die  in  the  first  year  of  life.  An  African-American  baby’s  father  is  twice  as  likely 
as  a White  baby’s  father  to  be  unemployed.  An  African-American  child  is 
40  percent  more  likely  than  a White  child  to  be  behind  in  grade  level  and 
| 15  percent  more  likely  to  drop  out  of  school.  An  African-American  youth  is 
| twice  as  likely  as  a White  youth  to  be  unemployed.  An  adult  African-American 
i male  college  graduate  faces  about  the  same  odds  of  unemployment  as  a White 
high  school  graduate.  An  African-American  couple,  both  working,  earn  less 
1 than  85  percent  of  what  a White  couple  earns  (Edelman  1989). 

I 

African-American  youth  are  locked  up  in  public  institutions  at  a rate  three 
! to  four  times  that  of  White  youth  and  are  arrested  five  times  more  often  than 
White  youth.  Seven  out  of  10  African-American  males  face  at  least  one  arrest, 
while  the  odds  for  White  males  are  only  3 out  of  10.  African-American  and 
i other  racial/ethnic  groups  comprise  up  to  75  percent  of  the  inmate  population 
in  State-operated  correctional  facilities  and  other  such  services  nationwide. 

Using  Philadelphia  as  an  example  of  a major  American  city,  the  statistics 
are  chilling:  African-American  males  aged  15  to  34  make  up  only  6 percent  of 
the  resident  population,  yet  they  comprise  77  percent  of  those  in  juvenile 
detention,  75  percent  of  those  on  parole  or  probation  for  robbery,  49  percent 
of  those  in  State  prisons,  43  percent  of  those  on  parole  or  probation  for  all 
crimes,  42  percent  of  those  admitted  to  drug-treatment  programs,  39  percent 
of  murder  victims,  and  20  percent  of  the  adults  in  homeless  shelters  (Y oung, 
Black  and  in  danger  1990). 

According  to  a recent  report  from  the  nonprofit  Sentencing  Project  (1991), 
j America  has  the  highest  rate  of  imprisonment  of  any  nation  in  the  world,  with 
! more  than  1 million  Americans  currently  in  prisons  and  jails.  The  estimated 
annual  cost  of  incarcerating  these  1 million  Americans  is  $ 16  billion.  The  study 
also  found  nearly  half  of  these  million  American  prisoners  are  African- 
I American  males,  and  their  incarceration  costs  $7  billion. 

The  overrepresentation  of  African-American  males  in  the  criminal-justice 
system  does  not  begin  at  the  door  of  that  system,  nor  does  it  begin  with  the 
politics  of  incarceration.  Instead,  it  begins  with  the  criminalizing  effects  of 
poverty  driven  by  racism.  Justice  connotes  equity  and  fairness.  We  speak  of 
“equal  protection  under  the  law”  and  “fair  trials.”  But  the  criminal-justice 
system  does  not,  and  cannot,  exist  in  a vacuum.  It  is  a reflection  of  the 
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larger — the  majority — society,  and  inequity,  unfairness,  and  racism  are  en- 
demic in  American  society.  Inequity,  unfairness,  and  racism  once  manifested 
themselves  in  slavery  and  physical  brutality.  Now  those  unfortunate  elements  1 
translate  into  inequitable,  unfair  public  policy  and  insufficient  resources  that 
result  in  inadequate  services. 

Topping  the  list  of  inadequate  services  is  welfare.  Intended  to  relieve 
temporarily  the  economic  distress  of  two-parent  families  in  relatively  healthy 
communities,  the  welfare  system  has  found  itself  overwhelmed  by  single 
female  heads  of  households  struggling  to  make  ends  meet.  The  system’s  i 
reaction  has  been  to  create  a cycle  of  welfare  dependency  that  defeats  the 
original  intent  of  the  welfare  system.  According  to  Elizabeth  McGee  (1988), 

90  percent  of  single-parent  households  in  the  United  States  are  headed  by 
women;  of  the  28.6  million  African-American  households  in  1986,  50  percent ) 
were  headed  by  women. 


There  is  general  agreement  among  health-care  professionals  that  most 
infant  deaths  are  caused  by  inadequate  prenatal  care,  low  birth  weight,  and 
the  poverty  of  single  female-headed  households.  In  Philadelphia,  for  example, 
17  percent  of  African-American  females  received  inadequate  prenatal  care, 
compared  with  6 percent  of  White  females;  11  percent  of  the  low-birth- weight 
babies  were  racial/ethnic,  compared  with  7 percent  of  White  babies.  According 
to  the  Child  Welfare  League  of  America  (1988),  low-birth-weight  babies  whose 
mothers  received  no  prenatal  care  cost  $18,000  for  an  average  18  days  of 
neonatal  intensive  care.  Prenatal  care  costs  $600  per  mother.  Similarly,  a $50 
investment  in  women  and  infant  children  (WIC)  programs  results  in  a savings  1 
of  $150  in  short-term  medical  costs;  for  every  dollar  invested  in  immunization, 
10  dollars  is  saved  in  medical  costs. 


The  medical  profession  has  done  a commendable  job  of  promoting  the 
benefits  of  prenatal  care.  Can  professionals  in  juvenile  and  criminal  justice 
afford  to  be  any  less  concerned  about  the  African-American  babies  who  become 
abused  children,  chronic  juvenile  offenders,  and  prison  inmates?  Does  it  make  : 
sense  that  in  1980  the  Nation  spent  twice  as  much  on  criminal  justice  as  it  did 
on  health  and  hospitals?  That  four  times  more  was  spent  on  criminal  justice 
than  on  education?  And  why  did  the  bulk  of  that  money  go  for  bricks,  mortar, , 
steel,  and  other  hardware  at  a cost  of  $80,000  to  $100,000  per  cell? 


Whenever  our  Nation  addresses  prevention,  it  seems  to  be  with  programs 
and  personnel  that  try  to  reduce  the  occurrence  of  crime  rather  than  to 
ameliorate  the  causes  of  crime.  Efforts  to  improve  the  basic  character  of  the 
community,  along  with  efforts  to  reduce  opportunities  for  crime,  do  not  seem 
to  gamer  much  attention  or  money,  and  that  does  not  make  sense. 


Nowhere  is  this  illogic  more  clear  than  in  the  juvenile  criminal-justice 
system  and  the  way  it  works.  Most  criminals,  particularly  juveniles,  arrive  at 
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the  front  door  of  the  justice  system  kicking,  screaming,  and  bound  by  chains. 
The  police  officer  made  the  delivery  because  he  or  she  was  keeping  the  peace 
and  enforcing  the  law.  And  the  young  African-American  male  in  handcuffs 
was  the  delivery  because  he  was  not  doing  anything:  he  was  not  working,  nor 
going  to  school,  nor  was  he  at  home.  He  was  doing  nothing,  going  nowhere 
fast.  There  are  more  of  him  than  there  are  jobs  for  him.  And  then  this 
uniformed  gatekeeper  showed  up.  The  police  officer  is  empowered  with, 
perhaps,  more  discretionary  justice  than  anyone  else  in  the  criminal-justice 
chain,  and  he  is  endowed  by  society  with  more  opportunity  to  make  racist 
decisions.  The  largest  segment  of  most  police  departments,  the  patrol  division, 
handles  street  crime,  which  makes  up  the  bulk  of  juvenile  cases. 

The  training  an  officer  receives,  along  with  his  or  her  own  personal 
prejudices  and  opinions,  invariably  affect  the  way  he  or  she  will  respond  at 
each  discretionary  opportunity  (Siegel  1988).  The  ultimate  disposition  of  a 
juvenile  case  is  influenced  by  the  officer’s  exercise  of  discretion.  The  officer 
can  issue  a warning  or  citation  or  take  the  juvenile  into  custody.  In  some 
jurisdictions,  the  officer  can  make  the  referral  to  juvenile  court.  Siegel  (1988), 
however,  concludes  that  patrol  officers  exercise  their  discretion  without  much 
in  the  way  of  training,  guidance,  or  uniformity. 

Police  officers  deserve  honor  and  recognition  for  laying  their  lives  on  the 
front  line  every  day.  The  mores  and  values  of  society  are  not  lost  on  the  man 
or  woman  who  puts  on  a uniform  and  just  wants  to  do  the  job  and  get  back 
home  in  the  same  healthy  condition  he  or  she  left  it.  There  are  few  rewards, 
many  fears,  and  the  assignment  to  high-crime  neighborhoods  has  been  known 
to  be  part  of  an  unwritten  code  of  punishment  in  some  police  departments. 

That  said,  virtually  all  the  relevant  research  indicates  that  the  arrest  stage 
is  fraught  with  the  opportunity  for  racism,  and  African  Americans  comprise 
a disproportionate  number  of  arrestees.  This  is  not  to  suggest  that  police 
officers  are  raised  to  be  racist,  nor  that  they  undergo  on-the-job  testing  to  make 
sure  they  believe  that  all  poor  people,  or  all  African  Americans,  are  criminals. 
It  is  just  that  studies  show  racism  is  most  likely  to  be  manifested  at  the  arrest 
stage. 

After  arrest,  the  juvenile  generally  is  taken  to  a secure  detention  facility 
and  is  placed  in  the  hands  of  juvenile-court  personnel — either  a whole  host  of 
probation  officers  or  one  probation  officer  trying  to  perform  a whole  host  of 
functions.  A set  of  criteria,  prescribed  in  most  State  statutes  and  resulting 
from  class-action  lawsuits,  is  supposed  to  help  with  the  probation  officer’s 
decision-making.  Frequently  the  juvenile  is  presumed  to  be  some  sort  of 
danger  to  self  or  others,  or  the  police  would  not  have  arrested  him  and  brought 
him  in.  Frequently  the  presumption  is  that  the  juvenile  will  not  willingly 
return  for  a court  hearing  the  next  morning.  After  one  or  two  unanswered 
phone  calls  the  presumption  is  that  no  responsible  adult  will  make  the  juvenile 
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return  to  court;  therefore,  he  also  must  not  have  anyone  supervising  him 
properly.  If  the  juvenile  had  a gun  or  killed  someone,  there  is  no  decision  to 
be  made;  he  stays  in  secure  detention. 

Although  intended  to  protect  juveniles  from  being  held  arbitrarily  in  secure 
detention,  these  criteria  have  a disturbingly  comfortable  fit  with  “what 
everybody  knows”  about  all  young  African-American  males  being  criminals. 
In  fact,  the  National  Council  on  Crime  and  Delinquency  suggests  that  if  the 
criteria  were  applied  objectively,  only  about  10  percent  of  all  arrested  juveniles 
would  be  detained. 


But  racism  would  still  likely  be  reflected  in  that  1 0 percent.  The  courts  have 
taken  steps  to  train  intake  personnel  in  racial  and  cultural  values.  The  courts 
have  taken  steps  to  hire  minority  personnel  in  the  critical  areas  of  intake  and 
detention.  The  courts  have  recognized  the  apparent  correlation  between 
temporary  secure  detention  and  long-term  court  supervision,  particularly 
long-term,  out-of-home  placement  in  public  or  private  institutions.  Despite  all  1 
that,  the  intake  officer  at  the  detention  phase  is,  like  the  patrol  officer,  on 
fertile  ground  for  making  racist  decisions.  i 

After  detention,  the  juvenile  criminal-justice  system  seems  to  take  on  a life  j 
of  its  own,  at  the  expense  of  the  life  of  the  juvenile.  The  prosecutor  and  the 
defense  know  all  the  code  words.  The  prosecutor,  having  the  charging  function, 
knows  the  name  of  the  game.  The  court  assigns  the  referee  and  schedules  the 
stadium.  The  juvenile  is  a spectator,  apparently  a guilty  one.  Far  too  frequent- 
ly the  juvenile  has,  up  to  that  point,  been  accorded  every  circumstance  of  ; 
incapacitation  constitutionally  reserved  for  the  guilty.  Is  it  any  wonder  that 
the  young  African-American  male  reacts  with  hostile  bemusement  in  the 
courtroom  when  he  hears  the  prosecutor,  the  defense,  and  the  judge  just  now 
state  he  is  innocent  until  proven  guilty?  Is  it  any  wonder  that  bemusement  j. 
turns  to  hostile  suspicion  when  his  lawyer,  the  public  defender,  concentrates 
5 minutes  on  his  file,  then  recommends  that  he  plead  guilty,  to  the  lesser  of 
the  charges,  of  course? 

Being  a young,  poor,  African-American  male,  he  probably  does  not  know 
that  before  Gideon  v.  Wainwright  (1963)  he  did  not  have  the  right  to  counsel. 
He,  like  most  juveniles  back  at  the  detention  facility  on  minor  offenses,  jj 
probably  does  not  know  that  it  was  not  until  Argersinger  v.  Hamlin  (1972)  that 
a poor  man  who  was  locked  up  on  a minor  offense  could  have  a lawyer  even 
when  he  pleaded  guilty.  jjj 

But  the  juvenile  does  know  a con  game  when  he  sees  one.  About  10  minutes 
into  the  proceedings,  he  may  get  the  feeling  that  his  lawyer  and  the  assistant 
district  attorney  both  believe  either  that  he  is  guilty  or  that  they  are  going  to 
make  him  legally  guilty,  today.  The  lawyer  wants  to  rehabilitate  him  with 
special  schools,  special  job  opportunities,  special  housing,  and  psychosocial 
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programs.  The  district  attorney  seems  to  suggest  that  it  is  impossible  to 
rehabilitate  someone  who  has  not  been  habilitated  in  the  first  place.  But  what 
really  matters  to  the  public  defender,  the  prosecutor,  and  the  judge  is  that 
i they  resolve  this  guilty  plea  and  dispose  of  this  case — which  means  disposing 
of  this  young  African-American  male  in  a public  correctional  facility  for  a long 
time. 

I The  stage  of  the  criminal-justice  system  process  at  which  the  case  and  the 
human  being  are  disposed  of  is  aptly  named — disposition  for  juveniles,  sen- 
- fencing  for  adults.  At  this  stage,  the  virtually  unquestioned  authority,  exer- 
cising unchecked  discretion,  is  the  judge.  The  judge  will  presumably  do  his  or 
her  best  to  serve  the  best  interests  of  public  safety  and  to  meet  the  needs  of 
the  offender.  But  the  judge,  acting  alone  in  the  courtroom,  is  in  no  position  to 
do  either  one  very  well. 

As  juveniles  are  increasingly  accorded  the  procedural  protections  of  adult 
! criminal  courts,  the  judge  has  to  keep  up  with  procedural  rules,  decide  guilt 
or  innocence,  and  determine  and  pronounce  sentence.  Sometimes  the  daily 
I docket  can  run  nonstop  all  day  long.  The  one  item  that  is  available  to  help 
with  the  decision  is  the  probation  officer’s  predisposition  report,  which  may 
I be  riddled  with  racial  stereotypes.  Unemployed,  uneducated,  unhealthy,  with 
j prior  police  contacts,  unfit  housing,  bad  neighborhood — he  must  be  African 
I American. 

Increasingly,  a punishment  philosophy  is  being  invoked  based  on  a perverse 
notion  of  how  to  maintain  law  and  order — perverse  because  those  who  are 
unjustly  punished  must  be  allowed  back  into  society  sooner  or  later.  Who 
benefits  from  the  bitterness  the  system  engenders  in  these  youth? 

With  the  possible  exception  of  national  defense,  the  criminal-justice  system 
has  more  information  and  is  better  organized  than  any  other  social  institution 
in  this  country.  The  people  who  work  in  the  system  know  what  needs  to  be 
done,  whether  it  is  getting  a bond  issue  to  purchase  hardware,  bricks,  and 
mortar  or  finding  a way  to  reduce  the  consequences  of  essentially  racist 
policies.  Criminal  justice  is  an  issue  of  national  defense. 

The  fundamental  social  unit  of  a strong  nation  is  the  family — a mother,  a 
; father,  and  their  children  as  one  social  and  economic  unit.  When  policies, 

I regulations,  and  court  decisions  serve  to  fracture  families,  this  Nation  self- 
destructs  one  social  welfare  dollar  at  a time.  The  criminal-justice  tab  alone 
I has  already  been  run  up  to  $16  billion  a year,  leaving  us  poorer  as  a nation, 
i When  we  factor  in  the  demolished  productive  capacity  of  a million  imprisoned 
citizens,  we  are  diminished  as  a people. 

We  must  empower  families.  We  must  empower  communities.  A father  is 
empowered  when  he  can  read  and  write;  when  he  has  a job  with  enough  income 
to  support  his  children;  when  he  has  a home  to  shelter,  nurture,  and  protect 
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the  physical  and  emotional  well-being  of  his  wife  and  children;  when  he  has 
enough  self-respect  that  he  can  teach  respect  for  others,  and  for  authority,  to 
his  children.  We  all  know  or  know  of  the  debilitating  emotional  effects  of 
protracted  periods  of  economic  distress.  We  all  know  the  social  approval  that 
comes  with  what  a man  does  and  what  a man  earns.  We  all  know  the  guilt 
and  vulnerability  of  a man  who  must  admit  that  he  neither  works  nor  earns. 

Given  the  choice,  a man  would  rather  have  a job  than  a welfare  check — a 
hand  up  rather  than  a handout.  If  we  can  bail  out  the  savings  and  loan 
industry,  we  can  afford  to  give  more  men  that  hand  up.  If  we,  the  defenders 
and  promoters  of  democracy,  can  defend,  protect,  and  rebuild  a war-tom 
monarchy  under  siege  by  still  another  monarchy,  then  we  can  protect  and 
rebuild  North  Philadelphia,  Watts,  and  Roxbury.  Whether  the  method  turns 
out  to  be  a civilian  conservation  corps  or  something  more  innovative,  the  point 
is  to  empower  families  by  providing  jobs. 

Empowering  communities  may  call  to  mind  the  building  of  a shopping  mall 
anchored  by  a bank,  a supermarket,  and  a drugstore.  Think  about  that — a 
bank  for  money,  a supermarket  for  food,  and  a drugstore  for  health  needs  and 
medicine.  If  a community  cannot  attract  a shopping  mall  right  away,  it  can 
begin  efforts  to  rally  families,  churches,  and  schools  together  to  save  our 
children. 

The  churches  need  to  exhort  the  values  that  make  us  strong.  The  churches 
also  need  to  work  to  heighten  awareness  of  organized  religion  as  a practical 
political  institution.  In  the  schools,  no  African-American  teacher  can  let  any 
African-American  child  leave  the  classroom  believing  that  he  or  she  cannot 
learn  because  of  something  the  teacher  said  or  did. 

Even  more  important,  every  African-American  classroom  in  this  country 
needs  to  have  an  adult  African-American  male  in  it,  either  teaching  or  helping 
the  teacher  teach,  not  merely  keep  order.  If  there  cannot  be  an  African- 
American  man  in  the  classroom,  then  they  must  be  found  to  serve  as  role 
models  for  boys  after  school.  We  can  reduce  truancy  without  a truant  officer. 
Boys  will  not  need  to  point  with  pride  to  their  gunshot  wounds  if  they  can  point 
with  pride  to  an  African-American  man  who  cares  about  them. 

Families  must  take  responsibility  for  their  children.  No  child  can  be  allowed 
to  get  a first  taste  of  crack  cocaine  from  his  own  mother  in  his  own  home.  We 
cannot  abandon  our  traditional  parental  responsibilities  to  the  schools,  the 
police,  and  the  social-service  agencies  so  we  can  run  off  to  enjoy  selfish 
pursuits.  We  can  replace  police  pressure  with  peer  pressure.  We  can  replace 
social  workers  with  extended  family,  or  require  social  workers  to  become  part 
of  the  extended  family. 

We  need  to  restore  emphasis  on  restitution  and  redress  of  the  victims’ 
grievances  in  the  criminal-justice  system.  And  social  workers,  probation 
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officers,  and  police  need  to  become  part  of  the  community.  Simply  placing  a 
couple  of  guards  in  a rehabilitated  storefront  is  not  community  policing. 

Finally,  we  need  to  do  all  that  we  can  to  make  children  and  youth  a national 
priority.  We  have  enough  organizations,  we  have  enough  information,  we  have 
enough  collective  influence  to  have  the  equivalent  of  a White  House  Con- 
l ference  on  Children  every  day  of  the  year.  We  have  the  technology — the 
! phones,  the  FAX  machines,  the  computers,  the  network  and  cable  television 
stations — to  stir  America  to  rally  around  its  children,  especially  its  poor 
j children. 

Children  do  not  lobby.  Children  do  not  vote.  Children  do  not  organize 
! political  action  committees.  Children,  therefore,  are  not  very  important.  The 
I question  for  us  is,  then,  how  important  are  we  going  to  be  to  the  children? 

It  is  not  a matter  of  deciding  whether  we  are  going  to  be  important;  it  is 
! time  to  decide  how  we  will  be  important  to  the  children.  We  can  begin  by 
I improving  ourselves  and  our  communities  and  dedicating  a part  of  our  lives 
to  improving  children’s  lives.  For  if  we  do  not,  African  Americans  will  be 
overrepresented  in  prisons  and  jails  for  yet  another  four  decades.  The  choice 
I is  ours. 
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The  African-American  Male  and  Spirituality 


William  M.  Harvey 

Our  spirit  symbolizes  our  uniqueness  as  a people,  or  we  could  say  that  the 
' African  American  ethos  is  spiritual.  The  ethos  of  a people  is  related  to  the 
special  characteristics  which  identify  them  as  a group,  setting  them  apart  from 
other  groups.  Our  ethos  refers  to  our  emotional  responses  and  reactions.  It  does 
not  refer  to  consciousness  or  self-conscious  responses  and  reactions.  It  has  to 
do  with  the  way  in  which  certain  things  make  us  feelgood  and  others  displease 
us.  It  is  the  bedrock  of  our  aesthetic.  It  has  to  do  with  the  things  in  life  which 
excite  us  and  those  about  which  we  share  laughter.  It  helps  to  explain  why  we 
tend  to  ignore  some  things  and  why  others  make  us  cry.  That  is  how  ethos 
functions.  It  is  not  a psychological  term.  It  does  not  refer  to  individual  or 
idiosyncratic  experience  and  response.  The  African  American  ethos  refers  to 
' our  unique  spirit  and  spiritual  being.  It  is  a result  of  our  shared  cultural  history 
and  is  derived  from  Africa.  (Richards  1990,  pp.  208-209) 

The  Crisis  Afflicting  the  African-American  Male 

As  a group,  African-American  males  face  considerably  more  than  their  fair 
J share  of  problems  with  and  obstacles  to  existing,  thriving,  or  realizing  their 
full  potential.  Whether  viewed  from  the  perspective  of  socioeconomics, 
criminal  justice,  health-care  delivery,  or  educational  opportunity,  the  con- 
clusion is  inescapable:  African-American  males  are  in  crisis.  Indeed,  some 
experts  are  using  the  metaphor  of  the  African-American  male  as  an  en- 
dangered species  (Poinsett  1988). 

What  can  be  done  to  halt  and  reverse  the  steady  deterioration  in  the  status 
of  African-American  males  in  contemporary  society?  Unfortunately,  no  simple 
solution  or  quick  fix  is  available.  Instead,  it  will  take  concerted  and  sustained 
actions  from  representatives  of  all  segments  of  society,  including  business, 
organized  labor,  government,  law  enforcement,  health  and  human  services, 
education,  the  religious  community,  and  ordinary  citizens.  For  any  solution 
to  be  meaningful  and  lasting,  however,  African  Americans  will  have  to  take 
the  lead  in  designing  and  implementing  these  actions.  This  is  certainly  the 
i case  when  it  comes  to  the  effort  to  reduce  alcohol  and  other  drug  abuse,  which 
J is  a key  concern  of  this  analysis. 

Some  would  argue  that  the  present  generation  of  African-American  males 
is  already  lost,  and  that  the  best  hope  is  to  attempt  to  save  the  next  generation. 
This  assessment  is,  however,  unduly  pessimistic  and  conceptually  narrow.  A 
well-coordinated  attack,  both  in  the  treatment/rehabilitation  arena  and  in  the 
prevention/health-promotion  arena,  will  afford  us  an  excellent  chance  to 
provide  maximum  assistance  to  this  generation  and  the  next.  Again,  however, 
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the  strategies  developed  and  implemented  must  be  well-planned,  culturally  f 
sensitive,  and  carefully  and  patiently  executed.  . 

The  programs  will  have  to  be  adequately  funded  over  a long  period  of  time 
and  administered,  at  least  in  significant  degree,  by  African  Americans.  The 
absence  of  these  two  crucial  ingredients  in  past  programs  largely 
explains  their  failure.  Small  wonder,  then,  that  occasionally  the  charge  has  ■■ 
been  leveled  that  government  programs  that  are  ostensibly  designed  to  help  1 
improve  the  lot  of  low-income  African  Americans  have  been  “designed  to  fail."  * 

African-American  males  are  disproportionately  afflicted  by  alcohol  and  ? 
other  drug  abuse  problems.  Furthermore,  they  are  at  higher  risk  for  HIV  i 
infection/AIDS  and  sexually  transmitted  diseases,  as  well  as  for  other  chronic  B 
ailments  such  as  those  identified  by  the  Department  of  Health  and  Human  * 
Services  Secretary  Louis  Sullivan’s  Task  Force  on  Black  and  Minority  Health  s 
(e.g.,  hypertension,  cancer,  homicide,  and  unintentional  injury).  Other  factors  p 
such  as  inadequate  housing,  family  dysfunction,  and  lack  of  health  insurance 
also  reduce  the  ability  of  African-American  males,  even  when  motivated, 
effectively  to  alter  their  lifestyles  and  health  behaviors. 

Despite  the  focus  of  this  conference  track,  it  should  be  noted  African- 
American  females  are  by  no  means  exempt  from  the  debilitating  forces  , 
affecting  the  males.  Particular  care  must  be  taken  not  to  fall  into  the  trap  of  « 
blaming  the  much-maligned  African-American  female  for  a significant  portion  j. 
of  the  African-American  male’s  problems.  Keeping  these  qualifications  in 
mind,  it  is  necessary  to  respect  the  limitations  of  the  present  forum  and  make  ; 
the  best  of  the  heightened  national  consciousness  on  the  plight  of  the  African-  [ 
American  male. 

The  Negative  Impact  of  Alcohol  and  Other  Drug  Abuse 

The  present  adverse  predicament  of  a disproportionately  large  segment  of  , 
African-American  males  can  be  traced  to  a complex  set  of  variables  that  have  ; 
become  deeply  ingrained  in  the  very  fabric  of  our  society.  The  problem  is  ; 
multifaceted  and  longstanding,  which  means  that  the  solution  also  must  be  a 
multifaceted  and  carried  out  over  a long  period  of  time.  An  excellent  starting  a 
point,  however,  would  be  in  the  area  of  alcohol  and  other  drug  abuse,  which  ji 
plays  a major  role  in  creating  and  maintaining  the  present  plight  of  the  j 
African-American  male.  Therefore,  doing  something  constructive  about  reduc- 
ing alcohol  and  other  drug  abuse  means  doing  something  constructive  about 
improving  the  overall  health  and  socioeconomic  status  of  the  African- 
American  male. 

■ 
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II 

Multicultural  Alcohol  and  Other  Drug  Abuse  Prevention 
Initiatives 

It  has  long  been  recognized  that,  when  it  comes  to  preventing  AOD  abuse, 
the  situation  confronting  ethnic/racial  communities,  particularly  urban 
African-American  and  Hispanic  ones,  is  fundamentally  different  from  that 
found  in  White  middle-class  communities  (Harvey  1984-85).  It  has  been 
suggested  that  in  these  ethnic/racial  communities,  where  the  impact  of  AOD 
abuse  is  greatest,  emphasis  be  placed  on  individual  and  small-group  ap- 
proaches to  early  intervention,  on  large-scale  information  and  education 
techniques,  on  promoting  self-esteem  and  strengthening  traditional  values, 
and  on  providing  positive  alternatives  to  experimentation  and  involvement 
with  mind-altering  drugs.  In  addition,  it  has  been  recommended  that  con- 
sideration be  given  to  such  concepts  as  empowerment,  assisting  persons  to 
take  charge  of  their  own  destinies,  community  service  projects,  and  estab- 
lishing community  codes  of  conduct  (Harvey  1984-85). 

Traditionally,  alcohol  and  other  drug  abuse  prevention  programs  that 
target  ethnic/racial  communities  have  had  to  rely  heavily  on  Government 
| funding,  which  may  have  limited  the  programs’  creative  potential.  Legal  and 
political  considerations  have  sometimes  made  it  necessary  to  shift  the  focus 
of  Government-funded  projects  away  from  attempts  to  “change  the  system,” 
i empower  individuals,  or  modify  existing  patterns  of  discrimination  in  housing, 
employment,  and  education.  Nonetheless,  were  it  not  for  the  Federal 
Government’s  assistance  and  impetus  in  creating  multicultural  prevention 
efforts  over  the  last  two  decades,  the  situation  today  might  be  even  worse. 

When  the  Government’s  first  “War  on  Drugs”  began  in  the  early  1970’s, 
ethnic/racial  communities  were,  as  they  are  today,  experiencing  dispropor- 
tionately high  levels  of  alcohol  and  other  drug  abuse  problems.  Repre- 
sentatives from  the  American-Indian,  Asian-Pacific  Islander, 
African-American,  Mexican- American,  and  Puerto  Rican  communities  joined 
together  and  petitioned  NIDA  to  address  more  effectively  (1)  the  lack  of 
adequate  and  appropriate  prevention  materials  for  use  in  ethnic/racial  com- 
! munities  and  (2)  the  absence  of  any  comprehensive,  national  programs  aimed 
i at  alleviating  the  special  needs  of  these  communities  in  preventing  alcohol 
| and  other  drug  abuse. 

NIDA  responded  by  establishing  the  Multicultural  Resource  Center 
1 (MCRC),  which  produced  and  assembled  prevention  materials  that  were 
j sensitive  to  the  cultural  and  language  needs  of  the  participating  groups.  The 
MCRC  also  served  as  a clearinghouse  and  national  resource  center  for  cul- 
turally relevant  prevention  publications  and  audiovisual  materials.  Later, 

I NIDA  established  the  Center  for  Multicultural  Awareness  (CMC),  which 
continued  along  similar  lines. 
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In  the  1980’s,  the  Alcohol,  Drug  Abuse,  and  Mental  Health  Administration 
(ADAMHA)  demonstrated  its  continued  acceptance  of  the  need  for  significant 
ethnic/racial  group  involvement  in  developing  and  implementing  prevention 
programs  targeted  at  these  groups’  communities.  The  present  conference  is  a 
logical  culmination  of  that  policy. 

The  Current  Situation 

One  of  the  conference’s  central  goals  was  empowering  communities  and 
individuals.  As  mentioned  earlier,  the  Black  Males  track  was  included  to 
stimulate  development  and  discussion  of  ways  to  foster  greater  empowerment 
of  African-American  males.  The  need  for  such  empowerment  springs  from  the 
fact  that  African-American  males  are  overrepresented  in  the  most  negative 
statistics  on  health,  economics,  and  social  well-being.  That  overrepresentation 
is  most  acute  in  prison  populations,  the  ranks  of  the  unemployed,  the  number 
of  homicide  victims,  and  in  the  number  of  individuals  receiving  Government- 
funded  treatment  for  alcohol  and  other  drug  problems. 

While  it  is,  however,  of  immense  importance  to  call  attention  to  this 
troubling  state  of  affairs,  it  is  equally  important  to  remember  that  the  majority 
of  African-American  males  are  doing  well  at  successfully  negotiating  their 
environments.  American  society  seems  to  have  developed  an  appetite  for  news 
about  other  people’s  misery,  mistakes,  and  misfortune.  This  tendency  has  led 
to  excessive  stereotyping  and  overgeneralizing;  consequently,  most  African 
Americans  are  thought  to  be  poverty-stricken  underachievers  whose  unfulfill- 
ing lives  are  marked  largely  by  crime.  But  this  very  false,  negative  image  of 
African  Americans  plays  a large  role  in  perpetuating  the  race’s  present 
predicament.  All  too  many  African-American  boys  and  girls  believe  this 
stereotype  and  misdirect  their  lives  accordingly. 

Survival  and  the  African-American  Cultural  Tradition 

Through  the  years,  the  profound  African-American  cultural  tradition  has 
served  as  a shield  against  all  manner  of  suffering  at  the  hands  of  the  ruling 
majority  population.  This  tradition  has  enabled  African  Americans  to 
withstand,  albeit  with  significant  casualties,  the  blows  inflicted  by  slavery  and 
a more  or  less  continuous  series  of  immediately  post-abolition  government 
policies  that  ranged  from  uncaring  to  immoral.  In  recent  decades,  the  “casual- 
ty count”  has  increased  at  an  alarming  rate,  particularly  among  African- 
American  males. 

Despite  their  rich  spiritual  and  cultural  heritage,  however,  African 
Americans  have,  for  various  reasons,  ceased  to  honor  and  uphold  the  tradi- 
tions that  sustained  them  in  the  past.  Instead,  they  have  moved  toward 
materialism,  the  desire  for  instant  gratification,  and  reliance  on  schemes  and 
hustles  instead  of  hard  work  as  ways  of  “getting  over”  or  “making  it”  in  the 
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world.  The  result  is  that  African  Americans  have  become  more  vulnerable, 
becoming  progressively  less  able  to  withstand  the  negative  effects  of  racial 
I discrimination,  unequal  opportunity,  and  unfair  treatment.  This  heightened 
vulnerability  is  being  translated  into  sharp  drops  in  health  and  socioeconomic 
conditions,  particularly  for  African-American  males. 

It  is  instructive  to  examine  some  of  the  reasons  behind  this  occurrence.  The 
first  is  the  institution  of  slavery,  which  placed  great  strains  on  the  structure 
of  African-American  family  life  and  distanced  slaves  from  their  own  cultural 
* history.  Slave  owners  discouraged  and  often  prohibited  the  maintenance  of 
good  family  relationships,  particularly  between  husband  and  wife  and  parent 
and  child.  Abrupt,  forced  separation  of  families  was  the  rule,  and  intense 
pressures  were  placed  on  the  adult  male  slave  to  forego  any  sense  of  dignity, 
self-esteem,  authority,  or  responsibility  in  his  role  as  father  or  husband.  The 
| intent  seemed  to  be  to  convince  him  that  he  had  no  power  over  his  fate.  That 
he  managed  not  to  succumb  completely  is  remarkable.  Apparently,  it  was  the 
slaves’  strong  spiritual  and  religious  convictions,  embedded  in  their  African 
past  and  adapted  to  their  New  World  experience,  that  enabled  their  sense  of 
family  unity,  hope,  and  optimism  to  survive  the  wretched  ordeal  of  slavery. 

The  evidence  shows  that  the  vast  majority  of  slaves  successfully  resisted 
the  pressures  and  clung  to  their  cherished  African  traditions  of  cooperation, 
mutual  support,  and  creative  adaptation.  In  fact,  the  standard  nuclear  family 
of  husband,  wife,  and  children  was  the  norm  among  African  Americans  near 
the  end  of  and  just  after  slavery  (Gutman  and  Glasco  1968).  Slavery  may  have 
weakened,  but  it  did  not  destroy,  African-American  family  ties  and  values. 
Deeply  ingrained  religious  conviction  made  this  possible,  as  the  lyrics  of  so 
many  of  the  Negro  spirituals  reveal. 

While  granting  the  appalling  toll  slavery  took,  James  Conyers  stresses  that 
events  characteristic  of  the  American  social  and  political  system  over  the 
subsequent  100  years  made  matters  immeasurably  worse: 

Slavery  destroyed  a family’s  life  among  blacks,  and  cultural 
genocide  destroyed  a sense  of  identity  and  history.  Emancipa- 
tion, though  destroying  legal  slavery,  issued  in  other  types  of 
political,  social,  and  economic  disabilities  and  exploitation, 
whose  effects  are  attested  to  this  day.  Urbanization  and  tech- 
nology have  shifted  the  emphasis  and  physical  context  of  the 
problem  by  attenuating  the  whole  process,  thus  making  it 
appear  more  impersonal.  The  sting  and  substance  of  the  prob- 
lem continue  to  have  their  effects  on  black  adults  and  their 
youth.  (Du  Bois  1970,  p.  xiii;  emphasis  added.) 

In  other  words,  most  of  the  damage  inflicted  on  African-American  family 
structure  took  place  after  1865.  An  early  Government  report  (President’s 
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Research  Committee  1933)  shows  that  in  the  year  after  Emancipation, 
80  percent  of  the  South’s  skilled  artisans  were  African  American.  By  1933, 
however,  African  Americans  were  excluded  from  most  of  the  craft  unions.  That 
report  also  indicates  that  of  the  African-American  families  still  residing  in  the 
South,  a third  were  being  supported  by  aged  widows,  the  aunts,  or 
grandmothers  of  the  children  of  the  household.  Other  sources  also  reveal  that 
the  Great  Depression  had  a devastating  economic  effect  on  African-American 
households  in  the  North  as  well  as  in  the  South. 

Given  the  focus  of  this  conference,  it  is  of  no  small  interest  that  African 
Americans  were  not  considered  heavy  alcohol  or  other  drug  users  early  in  the 
century: 

They  lived  mainly  in  the  rural  South,  were  poor,  and  had  less 
access  to  opiates  than  whites,  who  could  afford  doctors  and 
patent  medicines.  Black  workers  occasionally  used  cocaine  as 
a pick-me-up,  a few  field  hands  smoked  marijuana,  and  some 
unemployed  men  drank  excessively,  but,  with  these  excep- 
tions, blacks  had  neither  a disproportionate  nor  a very  serious 
drug  problem.  On  the  contrary,  the  prevailing  racial 
stereotype  of  the  narcotic  addict  was  white  or  Oriental. 
(Courtwright  et  al.  1989) 

Evidence  of  the  change  in  perceptions  of  African-American  AOD  abuse 
began  to  accumulate  after  World  War  II.  For  reasons  too  numerous  and 
diverse  to  recount  here,  the  popular,  media-constructed  image  of  the  American 
alcohol  and  other  drug  abuser  became  that  of  an  African-American  male  in 
his  early  20’s  living  in  the  inner  city  of  a large  metropolitan  area.  By  the  1960’s, 
this  image  included  his  involvement  in  street  crime  as  a means  of  sustaining 
his  habit.  This  perception  served  to  heighten  middle-class  Americans’  fears 
about  living  in  cities  and  helped  prompt  their  flight  to  the  suburbs. 

Between  the  Great  Depression  and  the  1960’s,  however,  patterns  emerged 
that  partly  justified  the  stereotype  of  the  young  African-American  male  AOD 
abuser.  It  has  been  argued  that  African-American  narcotic  use  was  a con- 
comitant of  urbanization: 

The  blacks  who  fled  the  South  were  mainly  young,  unattached 
adults  whose  futures  lay  before  them.  They  left  with  high 
hopes.  . . . Instead  they  found  disorienting  and  demoralizing 
conditions,  and  were  exposed  to  narcotics  in  a way  they  had 
never  been  before.  So  were  their  children,  particularly  those 
who  had  left  school,  were  out  of  work,  could  scrounge  a buck, 
and  spent  their  time  on  the  street.  The  result  could  easily  have 
been  predicted:  a growing  incidence  of  black  heroin  addiction, 
particularly  among  the  traditional  high-risk  group  of  single 
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males  in  their  late  teens  or  early  twenties.  (Courtwright  et  al. 

1989) 

There  were,  however,  positive  influences  at  play  as  well.  The  Supreme 
j Court  decision  of  May  17, 1954,  banning  segregated  public  schools  provided  a 
! great  psychological  lift  to  African  Americans  and  many  others  concerned  about 
justice  and  fair  play.  There  followed  a slow  but  steady  groundswell  of 
grassroots  political  activity  by  both  the  traditional  and  other  agents  of  change 
i in  the  African-American  community. 

The  civil  rights  movement  entered  a higher  gear,  reaching  one  of  its 
i destinations  with  the  passage  by  Congress  and  the  signing  by  the  President 
! of  the  Civil  Rights  Act  of  1964.  President  Lyndon  B.  Johnson  demonstrated 
| the  muscle  and  the  savvy  to  move  a reluctant  majority  and  its  institutions  to 
j a position  where  many  racial  barriers  to  education,  employment,  housing,  and 
the  political  process  were  lifted.  His  administration  also  pursued  and 
I promoted  affirmative  action,  something  later  administrations  have  reversed. 

Unfortunately,  strong  counterforces  were  also  at  work  during  the  Johnson 
presidency.  The  one  that  disrupted  everything — in  particular,  the  new, 
progressive  coalition  to  bring  about  a just  society — was  America’s  deepening 
involvement  in  the  Vietnam  conflict.  Had  it  not  been  for  the  escalation  of  the 
' war,  it  appears  that  Johnson  and  the  liberal  forces  in  Congress  might  have 
survived  the  political  thrust  mustered  by  George  Wallace  on  the  one  hand  and 
Richard  Nixon  on  the  other.  That,  however,  was  not  to  be,  and  fears  about  a 
lack  of  order  “in  the  streets,”  fueled  by  media  reports  about  riots  in  inner  cities 
and  chaos  on  college  campuses,  caused  the  so-called  “silent  majority”  to 
endorse  a retreat  from  the  Federal  Government’s  commitment  to  bringing  full 
citizenship  rights  and  privileges  for  African  Americans.  This  shift  in  direction 
was  characterized  by  a belief  that  “the  black  people  are  getting  (and  have 
already  gotten)  too  much.” 

This  backlash  against  African  Americans’  supposed  political  and  economic 
gains  seriously  bogged  down  the  stride  toward  freedom.  The  1970’s  witnessed 
a leveling  off  in  progress,  and  the  1980’s  produced  a steady  decline  in  oppor- 
tunity for  African  Americans,  particularly  with  respect  to  government  assist- 
ance and  private-sector  support.  The  latter  stemmed  mainly  from  the  Reagan 
administration’s  decision  to  make  sharp  cutbacks  in  the  funding  of  social 
health  services  while  at  the  same  time  moving  away  from  the  Executive 
Branch’s  longstanding  commitment  to  support  affirmative  action  in  private- 
sector  hiring.  This  policy  shift  had  predictable  results.  A recent  Newsweek 
magazine  cover  story  (Fineman  et  al.  1991)  sums  up  the  current  state  of 
affairs: 


Politics  hasn’t  accomplished  for  African  Americans  what  it 
has  for  the  Irish,  Italians  or  Jews  who  preceded  them  in  the 
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Northern  ghettos.  It  has  yet  to  become  a smooth  path  for  black 
upward  mobility,  or  even  economic  survival.  For  many 
American  blacks,  problems  of  poverty,  illiteracy  and  disease 
are  no  better  than  in  1965.  (pp.  36-37) 

A number  of  significant  changes  also  occurred  in  the  AOD-abuse  picture  I 
over  the  last  10  years.  During  the  1980’s,  which  might  well  have  been  called 
the  “cocaine  decade,”  illicit  drug  use  increased  among  young  African 
Americans,  although  NIDA  survey  data  showed  a downturn  in  use  by  White 
youth.  The  appearance  of  a cheap  and  more  deadly  form  of  smokable  cocaine 
known  as  “crack”  exacerbated  an  already  bad  situation.  Crack-cocaine  use 
stimulated  a serious  rise  in  street-gang  activity  and  unprecedented  com- 
munity violence.  Finally,  the  problem  of  AIDS  and  its  connection  to  injected 
drug  use  surfaced  in  the  1980’s,  with  disproportionately  ominous  implications 
for  African  Americans. 

In  light  of  this  list  of  the  adverse  conditions  to  which  African  Americans 
have  been  and  still  are  subjected,  it  is  astonishing  that  even  more  damage  has 
not  been  done.  But  still  less  might  have  been  inflicted  had  the  more  recent 
generations  of  African  Americans  been  better  acquainted  with  their  history, 
cultural  traditions,  and  spiritual  moorings. 

The  Notion  of  Extended  Family 

One  widely  acclaimed  cultural  strength  of  African  Americans  is  the  ex- 
tended family: 

In  the  black  community  the  family  is  not  always  limited  by 
blood  relationships.  There  is  an  informal  adoption  of  children, 
and  economic  factors  often  bring  people  together  who  assume 
a symbolic  kinship  that  may  be  rooted  in  deep  affection. 

Families  still  exist  in  that  boast  of  intergenerational  ties 
based  upon  blood  relationships.  These  are  more  abundant  in 
the  rural  south  than  in  major  urban  centers.  It  is  remarkable, 
however,  how  some  individual  families,  which  appear  to  be 
“nuclear,”  nourish  and  sustain  these  extended  family  ties. 

This  is  done  through  exchange  visits  over  long  distances  on  a 
regular  basis.  These  families  believe  that  the  effort  and  the 
expense  [are]  justified,  especially  in  benefits  to  their  children. 

These  extended  family  ties  receive  a real  support  from  oc- 
casions like  funerals,  anniversaries,  and  family  reunions,  1 

which  bring  large  numbers  of  people  from  the  same  family  tree 
together.  We  believe  that  this  type  of  consciousness  and  deep 
sense  of  kinship  should  be  encouraged  and  cultivated.  The 
experience  of  belongingness  of  a people  who  are  oppressed  by  > 

racism  leads  to  health,  sanity,  and  wholeness.  It  is  thus  that 
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we  discover  who  we  are,  and  thus  we  are  able  to  walk  tall  in 
spite  all  that  we  must  endure.  (Roberts  1980,  pp.  10-11) 

It  has  also  been  pointed  out  that  the  extended-family  system  in  Africa,  with 
Its  ancestor  cult,  is  at  the  heart  of  religion  and  social  organization.  As  Roberts 
i 1980,  p.  14)  summarized  Billingsley’s  description  of  African  family  life: 

First,  marriage  was  a relationship  that  involved  more  than 
the  couple  and  their  two  families.  It  involved  a network  of 
extended  kinship  with  considerable  influence  and  respon- 
sibility for  the  marriage  and  the  well-being  of  the  new  family. 
Marriage  could  neither  be  entered  into  nor  abandoned  without 
community  support.  Second,  pre-European  African  marriage 
was  anchored  in  a long  history  of  tribal  tradition,  ritual, 
custom,  and  law.  Third,  family  life  was  highly  articulated  with 
the  rest  of  society.  The  family  was  an  economic  and  religious 
unit  and,  through  its  ties  with  the  wider  kinship  circles,  a 
political  unit.  The  family  of  Africa  was  central  to  its  culture 
and  brought  great  influence  to  bear  upon  personal  life. 

Men  are  assigned  a decisive  role  in  the  African  family  and 
society.  This  strong  masculine  position  was  balanced  by  a 
substantial  role  for  women.  Male  authority  is  limited  by 
custom  and  tradition.  Children  receive  care  and  protection 
from  mother  and  father,  but  from  a wider  kinship  group  as 
well.  There  were  three  basic  patterns  of  descent  or  kinship  ties 
in  Africa.  The  most  common  was  the  patrilineal,  in  which 
kinship  ties  are  traced  through  the  father’s  side  of  the  family. 

Next  was  the  matrilineal,  in  which  kinship  was  reckoned 
through  the  mother’s  side  of  the  family.  A third  pattern,  at  the 
present,  is  that  of  double  descent.  This  is  infrequently  found 
and  mainly  in  the  southern  portion  of  the  continent.  This 
pattern,  well  recognized  in  the  United  States,  was  virtually 
unknown  in  West  Africa,  from  which  American  blacks  came. 

West  Africans  had  a highly  complex  civilization.  Their  pat- 
terns of  family  life  were  closely  knit,  well  organized,  and 
highly  articulated  with  kin  and  community,  and  highly  func- 
tional for  the  economic,  social,  and  psychological  life  of  the 
people. 

A Working  Definition  of  Spirituality 

It  is  important  to  define  spirituality,  because  it  can  mean  different  things 
I to  different  people.  While  many  would  agree  that  spirituality  should  be 
considered  an  essential  ingredient  in  any  recipe  to  empower  an  individual,  it 
would  be  more  difficult  to  obtain  a consensus  on  what  spirituality  is.  For  the 
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purposes  of  this  paper,  spirituality  means  ideas  and  beliefs  centered  around 
the  existence  of  an  intelligent  and  powerful  being  who  is  beyond  the  perception 
of  human  beings’  normal  senses.  While  human  beings  can  understand  this 
being’s  effects,  its  essence  is  beyond  human  powers  of  comprehension,  save 
for  the  realization  that  the  being  is  infinitely  more  intelligent  and  powerful 
than  we. 

Most  dictionaries  define  spirituality  and  religion  along  similar  lines.  In 
common  parlance,  the  terms  are  often  used  interchangeably,  with  the  implica- 
tion that  a religious  person  is  a spiritual  person  and  vice  versa.  There  should, 
however,  be  a distinction  between  the  two  terms,  with  “religion”  referring  to 
an  organized  set  of  beliefs  about  spiritual  matters — for  example,  the  diction- 
ary definition:  “belief  in  a divine  or  superhuman  power  or  powers  to  be  obeyed 
and  worshipped  as  the  creator(s)  and  ruler(s)  of  the  universe.”  A component 
of  this  definition  of  religion  is  that  the  individual  expresses  this  belief  in  } 
conduct  and  perhaps  ritual;  furthermore,  the  beliefs  are  shared  by  others. 
Spirituality,  on  the  other  hand,  refers  to  belief  structures  that  are  not  neces- 
sarily formalized,  shared  with  others,  or  expressed  in  public  conduct.  From 
this  perspective,  a religious  person  would  also  be  a spiritual  person,  but  not 
the  other  way  around. 

The  African  Concept  of  the  Divine 

Roberts  (1987)  credits  J.  Omosade  Awolalu  with  researching  and  cataloging 
the  basic  tenets  of  traditional  African  religion: 

• This  world  was  brought  into  being  by  the  source  of  all  beings  known  as 
the  Supreme  Being.  This  Supreme  Being  is  given  different  names  by 
different  ethnic  groups  in  Africa.  These  names  are  meaningful,  and  they 
reflect  God’s  attributes  and  the  people’s  concept  of  Him. 

• The  Supreme  Being  brought  into  being  a number  of  divinities  and 
spirits  to  act  as  His  functionaries  in  the  orderly  maintenance  of  the 
world. 

• Death  does  not  write  “the  end”  to  human  life,  but  the  soul  of  the 
deceased  who  has  lived  well  and  “died  a good  death”  will  return  to  the 
Source  of  all  beings  and  will  continue  to  live  in  the  abode  of  the  departed 
spirits.  Thus  the  ancestral  cult  is  highly  developed  in  Africa. 

• The  divinities  and  spirits  together  with  the  ancestral  spirits  are  in  a 
supersensible  world  with  the  Supreme  Being,  but  are  not  uninterested 
in  what  goes  on  in  the  world  of  men. 

• The  divinities  and  the  ancestors  have  laid  out  some  rules  of  conduct 
and  guiding  principles  for  the  benefit  of  men  and  women  and  for  the 
maintenance  of  peace  and  concord  in  the  community. 
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• Man,  the  head  of  all  creation,  was  created  a moral  agent,  gifted  with 
the  ability  to  distinguish  between  right  and  wrong. 

• When  men  observe  the  rules  of  conduct,  they  have  the  favor  of  the 
Supreme  Being  and  His  agents  and  they  enjoy  Shalom  (total  well- 
being); when  they  act  contrary,  a breach  occurs;  sin  is  introduced.  In 
other  words,  Africans  hold  that  man  is  vitally  dependent  upon  the  Deity 
and  His  agents  who  watch  over  human  behavior  and  can  reward  or 
punish  man  as  the  case  may  be.  (Awolalu  1976,  p.  21) 

Stressing  that  the  African  concept  of  the  Supreme  Being  closely  parallels 
the  Christian  view  of  God  the  Father,  Roberts  supports  his  contention  that 
slaves  found  it  relatively  easy  to  accept  Christianity  because  they  could 
comprehend  the  true  meaning  of  Christ’s  teachings  in  ways  that  slave  owners 
could  not.  Roberts  points  to  five  characteristics  of  African  religious  experience 
mentioned  by  Shorter  (1977): 

• The  vision  of  wholeness  or  integration  of  life — “sacred”  and  “profane” 
are  relative  terms. 

• Conscious  symbolism  as  a means  of  communication.  Through  symbols, 
Africans  bridge  the  sacred  and  the  secular;  it  is  through  symbols  that 
the  sacred  is  spoken  of  in  secular  terms;  symbols  make  an  integrated 
and  balanced  view  of  reality  possible. 

• Affirmation  of  the  “fecundity”  of  life,  which  refers  to  a great  value  placed 
upon  physical  generation,  upon  life  and  the  sharing  of  life.  Great  stress 
is  placed  upon  interpersonal  relationships  and  the  value  of  the  human 
person. 

• Related  to  fecundity,  the  emphasis  placed  upon  “man-in-community.” 
. . . This  includes  the  nature  of  the  community,  the  freedom  of  the 
individual  within  the  community,  and  the  responsibility  of  the  in- 
dividual for  the  community. 

• The  relationship  between  human  and  spiritual  beings,  for  example, 
between  the  living  and  the  dead.  (pp.  23-24) 

Pressures  and  Enticements  to  Turn  Away  From  Spiritual  and 
Cultural  Traditions 

Many  negative  political  and  economic  forces  have  affected  African 
Americans  since  their  arrival  in  this  country.  These  circumstances  have 
inflicted  particularly  devastating  blows  on  the  psyche  of  the  African-American 
male.  Further,  they  have  been  instrumental  in  erecting  and  sustaining 
obstacles  to  progress — filters  that  impede  the  African-American  male’s  strides 
toward  freedom  and  full  participation  in  the  American  dream.  Nevertheless, 
he  managed  for  the  most  part  to  overcome  the  obstacles  and  withstand  the 
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assaults  on  his  self-esteem,  confidence,  and  motivation  by  drawing  upon  his 
rich  spiritual  and  cultural  history. 

Unfortunately,  over  the  last  few  decades  African  Americans  in  general,  and 
African-American  males  in  particular,  have  begun  to  lose  ground  at  an 
ever-faster  pace.  Hence,  while  a majority  of  African-American  males  are  ,, 
managing  to  survive  and  many  are  thriving,  the  number  falling  by  the  wayside 
is  increasing  at  an  alarming  rate.  To  a great  extent,  this  development  springs 
from  a rise  in  anti-Black  sentiment  and  the  Government’s  retreat  on  the 
civil-rights  front,  both  of  which  are  directly  associated  with  the  absence  of  the 
sort  of  strong  moral  leadership  that  characterized  the  Nation  during  the  first 
20  years  following  World  War  II.  i 

The  other  key  reason  for  the  worsening  plight  of  African-American  males 
has  been  their  increasing  tendency  to  turn  away  from  their  spiritual  and 
cultural  traditions,  thus  heightening  their  vulnerability.  This  tendency  to 
abandon  spiritual  traditions  and  time-honored  values  has  largely  been  caused 
by  movies  and  television.  Much  of  the  imagery  contained  in  these  media  , 
(1)  contributes  to  a progressive  desensitization  to  the  innate  horror  of  sense- 
less violence  and  (2)  fuels  baser  instinctual  urges  toward  self-indulgence, 
unbridled  desire,  immediate  gratification,  and  rank  materialism.  Aggressive 
and  often  questionable  marketing  maneuvers  (by  makers  of  high-priced 
sneakers,  for  example),  tacit  advocacy  of  wearing  huge  gold  chains  by  some 
sports  and  entertainment  idols,  and  designer-clothing  fads  all  spur  large 
numbers  of  teenagers  and  young  adults  to  spend  beyond  their  means.  j/ 

a 

Moreover,  the  lavish  overconsumption,  unmodulated  greed,  emphasis  on  ( 
self  (to  the  exclusion  of  concern  for  the  less  fortunate),  and  flagrant  dishonesty 
so  pervasive  throughout  1980’s  society  had  their  “trickle-down”  effect  on  the 
African-American  underclass.  Corruption  and  misconduct  among  high 
Government  officials  and  by  the  already  very  rich  stimulated  even  distant 
onlookers  to  seek  their  piece  of  the  pie.  The  relatively  mild  punishments  meted 
out  to  those  perpetrators  who  were  brought  to  justice  sent  a mixed  message. 
The  media  devoted  relatively  little  attention  to  wrongdoing  by  the  privileged 
class,  in  sharp  contrast  to  their  constant  focus  on  extra-legal  activity  among  ' 
the  less-powerful  elements  of  society.  Indeed,  it  was  hypocritical  to  decry  l 
urban  gangs,  crack-cocaine-related  criminal  acts,  and  so-called  welfare  ) 
chiselers  without  condemning  in  the  same  breath  the  perpetrators  of  white- 
collar  crime,  consumer  fraud,  insider  trading,  the  savings  and  loan  scandals, 
and  the  myriad  geopolitical  intrigues  that  abounded  in  the  1980’s.  When  the 
“haves”  were  behaving  in  such  a shameful  manner,  should  anyone  really  have 
been  surprised  that  the  “have  nots”  followed  suit? 
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Hope  for  the  Future 

In  spite  of  all  the  things  that  are  wrong,  there  is  reason  for  hope.  By 
increasing  his  awareness  and  acceptance  of  his  rich  spiritual  and  cultural 
heritage,  the  African-American  male  can  reverse  the  negative  currents  that 
are  sweeping  him  to  ruin  and  possible  extinction.  It  will,  however,  take 
, concerted  and  coordinated  action  by  all  segments  of  the  community,  including 
religious  institutions,  schools,  businesses,  and  regular  citizens  from  all  age 
| groups,  as  well  as  health  professionals  and  human-services  workers. 

The  overriding  importance  of  the  alcohol  and  other  drug  abuse  phenomenon 
makes  it  essential  to  organize  efforts  around  reducing  and  preventing  the 
i problems  the  phenomenon  causes.  Of  course,  alcohol  and  other  drug  abuse 
cannot  be  prevented  or  successfully  treated  in  a vacuum,  or  just  with  the  goal 
1 of  removing  its  symptoms.  Attention  must  be  directed  to  the  causes.  When 
those  causes  are  rooted  out,  substantial  progress  will  also  be  made  toward 
eliminating  other  destructive  behaviors  plaguing  our  youth  such  as  teenage 
| pregnancy,  homicide,  high-risk  sexual  behavior,  and  poor  health  practices. 

Lead  Role  of  the  Religious  Community 

The  religious  community  must  be  in  the  forefront  of  any  successful  cam- 
paign to  save  African-American  males.  This  means  not  only  the  various 
Christian  denominations,  but  other  religious  faiths  as  well.  Many  African- 
American  ministers  report  that  young  men  are  conspicuous  by  their  absence 
in  church  congregations,  so  a number  of  these  ministers  are  launching 
programs  designed  to  bring  more  young  men  back  into  the  fold.  This  is  a 
positive  development,  but  it  will  not,  in  itself,  solve  the  problem. 

Despite  their  absence  in  Christian  churches,  young  men  abound  in  those 
| organizations  or  groups  that  are  either  formally  associated  with  or  concep- 
| tually  inspired  by  the  Black  Muslim  movement.  Christian  ministers  and  other 
| leaders  of  the  African-American  community  might  do  well  to  examine  some  of 
j the  reasons  for  the  appeal  of  the  Black  Muslim  ideology,  especially  to  the 
j young.  One  explanation  is  that  these  organizations  “have  a message  for  young 
i Black  men,  and  make  a point  of  going  to  where  the  young  men  are,  whether 
| it’s  the  projects,  prison,  or  the  street  comer”  (Malaika  Home,  personal  com- 
munication, April  1991).  Home  also  emphasizes  that  Black  Muslim  followers 
! appear  unafraid  to  enter  areas  of  the  city  that  most  other  African-American 
J leaders  avoid,  perhaps  out  of  concern  for  personal  safety.  She  goes  on  to  add: 

They  are  seen  as  strong  and  manly,  and  that  makes  a dif- 
ference to  the  drug  dealers  who  otherwise  might  try  to  in- 
timidate them.  They  also  are  not  afraid  to — in  fact,  it’s  part  of 
their  policy  to — publicly  criticize  Blacks  for  not  behaving  as 
they  should.  I also  like  it  that  they  tell  young  Black  men  to 
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respect  Black  women,  to  respect  Black  authority,  and  to  sup- 
port Black  business. 

Religious  leaders  have  other  sources  of  inspiration  at  their  disposal.  As 
Howard- Pitney  (1990)  contends,  the  Reverend  Martin  Luther  King,  Jr.,  and 
other  national  African-American  leaders  have  made  artful  use  of  the  rhetoric 
of  “social  prophecy  and  criticism  known  as  the  American  jeremiad,”  but  with 
a specifically  African-American  style  and  focus.  Offering  ample  evidence, 
Howard-Pitney  points  out  that  “a  national  civil  religion  comprised  of  a shared 
set  of  myths,  symbols,  and  rituals  underpins  American  society  and  unifies  its 
diverse  polity  into  one  moral-spiritual  community”  (p.  6).  He  goes  on: 

No  belief  has  been  more  central  to  American  civil  religion  than 
the  idea  that  Americans  are  in  some  important  sense  a chosen 
people  with  a historic  mission  to  save  and  remake  the  world. 

. . . Such  a flattering  self-image  can  promote  excessive  social 
pride  and  complacency  or,  alternatively,  an  acute  sense  of 
failure  in  completing  the  transcendent  national  mission.  The 
American  jeremiad  is  a rhetoric  of  indignation,  expressing 
deep  dissatisfaction  and  urgently  challenging  the  nation  to 
reform.  The  term  jeremiad,  meaning  a lamentation  or  doleful 
complaint,  derives  from  the  Old  Testament  prophet, 
Jeremiah,  who  warned  of  Israel’s  fall  and  the  destruction  of 
the  Jerusalem  temple  by  Babylonia  as  a punishment  for  the 
people’s  failure  to  keep  the  Mosaic  covenant.  Although 
Jeremiah  denounced  Israel’s  wickedness  and  foresaw  tribula- 
tion in  the  near-term,  he  also  looked  forward  to  the  nation’s 
repentance  and  restoration  in  a future  golden  age.  A uniquely 
American  version  of  this  rhetorical  tradition  has  been  iden- 
tified by  cultural  historians  as  a major  convention  of  American 
culture,  (p.  6) 

Howard-Pitney  quotes  Wilson  Moses  as  stating  that  the  jeremiad  was  the 
earliest  expression  of  Black  nationalism  and  “the  key  mode  of  antebellum 
Afro-American  rhetoric.”  Moses  is  said  to  have  coined  the  term  Black  jeremiad 
to  describe  the  manner  in  which  slaves  repeatedly  warned  their  oppressors 
that  slavery  was  a sin  that  one  day  would  reap  harsh  judgment.  Moses  adds 
that  in  doing  so,  slaves  also  displayed  a conception  of  themselves  as  a chosen 
people,  allowing  them  to  force  Whites  to  concede  that,  because  they  believed 
America  to  be  a chosen  Nation,  it  had  a convenantal  duty  to  deal  justly  with 
African  Americans. 

Hayward  Henry  (1970)  writes  that  the  church  has  traditionally  been  one  of 
the  few  places  where  African  Americans  could  freely  congregate  and  openly 
discuss  strategies  for  improving  their  political  lot,  whether  during  slavery  or 
in  the  postreconstruction  era  of  official  segregation.  It  is  no  accident,  he  finds, 
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that  the  “civil  rights  movement,  with  all  its  limits,  was  largely  a church-based 
movement.”  Writing  at  the  peak  of  the  Black  Power  movement,  Henry  called 
for  a Black  National  Theology  (BNT): 

Basically,  BNT  retains  the  forms  of  Christianity  but  seeks  to 
reinterpret  them  in  the  light  of  the  black  experience. . . . God 
is  assumed,  but  attention  is  focused  on  the  nature  and  quality 
of  black  life  under  that  God  rather  than  on  abstract  debates 
about  His  nature  and  quality.  BNT  argues  that  if  the  message 
of  Christ  frees  men  to  exist  for  the  rejects,  the  outcasts  and 
the  downtrodden,  then  the  message  of  the  Black  Revolution  is 
the  message  of  Christ  himself.  The  resurrected  Jesus  is  alive 
and  at  work  in  the  nation’s  ghettoes  seeking  to  free  men  from 
such  alien  loyalties  as  racism.  Thus  if  the  message  of  the 
gospel  is  liberation  of  the  oppressed,  then  the  gospel  speaks 
directly  to  Black  people . . . from  this  perspective,  Black  Power 
is  not  the  antithesis  of  Christianity.  It  IS  Christianity,  (p.  30) 

Evans  (1987)  similarly  notes  that  “the  religion  and  literature  of  Afro- 
Americans  have  been — and  still  are — two  chief  means  of  resisting  oppression 
and  affirming  self-worth.”  He  continues: 

Through  their  religion  and  their  literature  Afro-Americans 
have  preserved  and  refined  their  collective  identities,  put  into 
the  sharpest  relief  the  distinctive  sensibility  which  is  the 
heritage  of  people  of  African  descent,  and  given  expression  to 
the  struggle  for  liberation  which  is  the  central  feature  of  their 
historical  experience.  The  common  ground  between  the 
religion  and  the  literature  of  Afro-Americans  is  culture;  that 
curious  blend  of  black  folk  wisdom,  African  retentions, 
European  influences  and  Christian  morphology  which  has 
shaped  their  aesthetics,  their  politics  and  their  theology. 

...  An  underlying  assumption  is  that  there  is  no  radical 
difference  between  the  quest  for  beauty  (aesthetics)  and  the 
quest  for  truth  (religion)  in  black  experience.  ...  In  Afro- 
American  culture,  beauty  and  truth,  religion  and  aesthetics 
co-exist  as  norms  in  the  struggle  to  wrest  meaning  and  joy 
from  experience.  The  central  argument  of  this  essay  is  that 
Afro-American  religion  and  literature  are  both  cultural  acts 
which  embody  the  struggle  for  liberation  and  integrity  among 
black  folk.  (p.  2) 
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Examples  From  Alcohol  and  Other  Drug  Abuse  Treatment 

A number  of  methods  in  alcohol  and  other  drug  abuse  treatment  acknowl- 
edge spirituality  as  an  important  dimension  of  successful  recovery.  Alcoholics 
Anonymous  (AA)  is  probably  the  best-known  example.  AA  is  not  only  a 
dominant  force  in  the  treatment  of  alcoholism,  but  its  philosophy  and  tech- 
niques also  have  significantly  influenced  many  approaches  to  treating  other 
drug  dependencies,  as  well  as  nonchemical  addictive  behaviors  such  as  eating 
disorders  and  compulsive  gambling.  The  AA  influence  is  manifested  in  the 
widespread  copying  of  its  12-Step  recovery  program.  Approximately  20  million 
Americans  are  involved  in  more  than  half  a million  such  self-help  groups,  with 
the  number  expected  to  double  over  the  next  few  years  (Buxton  et  al.  1987). 
These  programs  clearly  have  strong  spiritual  overtones,  although  there  is 
disagreement  as  to  how  explicit  they  should  be  about  their  spiritual  or 
religious  connection.  Indeed,  some  psychotherapists  argue  that  it  is  inad- 
visable to  invoke  the  concept  of  God  or  a “Higher  Power”  in  treating  AOD 
abusers. 

Twelve-Step  programs  do  not,  however,  usually  require  members  to  accept 
a single  conception  of  a deity,  just  the  notion  that  there  exists  “an  individually 
conceived  Higher  Power  that  is  intrinsic  in  the  steps  themselves.” 

The  first  3 of  the  12  Steps  run  along  the  following  lines: 

Step  One.  Admit  that  one  is  powerless  over  the  drug  or  activity 
and  that  one’s  life  has  become  unmanageable. 

Step  Two.  Come  to  believe  that  a Power  greater  than  oneself 
can  restore  one  to  sanity. 

Step  Three.  Make  a decision  to  turn  one’s  will  and  life  over  to 
the  care  of  that  Higher  Power  as  one  understands  It. 

A number  of  other  spiritually  oriented  psychotherapeutic  approaches  to 
treating  AOD  abuse  are  based  on  concepts  from  the  Transpersonal  Psychology 
movement  or  the  somewhat  newer  Neo-Cognitive  Psychology  (Suarez  et  al. 
1987).  The  work  of  Joseph  Baily  (1990)  deserves  mention.  Baily  contends  that 
the  common  denominator  of  all  addictions  is  a search  for  serenity,  which  he 
defines  as  a search  for  the  positive  feeling  that  lies  deep  within  us: 

Some  call  it  happiness,  others  peace  of  mind;  still  others  call 
it  the  search  for  love:  When  we  experience  this  sensation,  it  is 
like  coming  home  after  a long  journey.  We  are  safe,  secure, 
and  at  peace  with  the  world. 
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Becoming  addicted  to  drugs,  alcohol,  food,  sex,  gambling,  or 
any  other  substance  or  circumstance  represents  an  innocent, 
often  desperate  search  outside  ourselves  for  a positive  feeling. 

. . . Regardless  of  the  addictive  habit,  its  root  is  always  the 
same — the  need  to  feel  good.  (p.  6) 

In  Bally’s  view,  12-Step  or  disease-model  approaches  can  be  very  helpful, 
! but  do  not  go  far  enough;  often  they  transfer  the  dependency  to  the  support 
; meetings.  He  calls  them  “one-dimensional  recovery”  and  claims  that  they 
J “work  to  change  addicts’  belief  systems  without  increasing  their  under- 
{ standing  of  psychological  functioning.”  His  two-dimensional  recovery  system 
is  instead  based  on  helping  the  addicted  individual  understand  the  role  our 
i thoughts  play  in  producing  insecurity  and  a low  level  of  psychological  function- 
ing. Baily  makes  a strong  case  that  these  feelings,  rather  than  weakness  or 
' disease,  explain  addiction. 

I have  described  a spiritually  oriented  “Risk  Reduction”  approach  that 
| targets  African-American  male  clients  receiving  treatment  at  the  Narcotics 
Service  Council,  Inc.,  (NASCO)  program  in  St.  Louis  (Harvey  1990).  In 
addition  to  the  services  normally  provided,  these  clients  receive  special  assis- 
j tance  aimed  at  raising  their  consciousness  and  significantly  improving  their 
lifestyle  and  individual  health  behavior.  The  approach  stresses  diet,  exercise, 

I rest,  meditation,  social-responsibility  training,  and  community-service  ac- 
tivity. The  main  feature,  however,  is  a novel  emphasis  on  counselors  modeling 
the  behaviors  and  attitudes  they  seek  to  elicit  from  the  clients: 

[We]  start  from  the  premise  that  the  faults  or  character  flaws 
we  perceive  in  others  are  reflections  of  tendencies  in  those 
same  directions  that  we  ourselves  have.  Accordingly,  it  is  more 
appropriate  (and  easier)  to  work  on  ourselves  first  before 
trying  to  help  another  with  that  problem  area.  This  notion  has 
been  stressed  by  virtually  all  the  great  spiritual  masters 
throughout  history.  It  is  also  a variant  of  the  “projective 
hypothesis”  employed  by  clinical  psychologists  when  evaluat- 
| ing  test  responses. 

In  any  event,  we  train  our  counselors  to  assume  that  the 
psychological  traits  they  attribute  to  the  client  are  to  some 
extent,  at  least,  present  in  themselves.  The  counselor  is  there- 
fore requested  to  reflect  privately  upon  this  possibility  and 
then  proceed  to  work  on  [himjself.  This  is  to  be  done  without 
discussing  the  matter  with  the  client.  Rather,  the  counselor 
proceeds  to  build  rapport,  develop  a good  therapeutic  relation- 
ship, and  generally  help  the  client  adjust  to  the  nominal 
demands  of  the  program.  Our  experience  is  that  the  client 
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begins  to  show  “improvement”  with  respect  to  the  personality  ji  e 

dimension  and/or  behavior  dysfunction  in  question.  p c 

The  NASCO  model  also  includes  pressuring  counselors  to  adhere,  publicly 
and  privately,  to  the  program  protocol  outlined  above.  No  particular  religious  i a 
approach  or  spiritual  orientation  is  promoted  or  even  suggested  to  the  clients,  il  1 
The  assumption  is  simply  that  counselors,  by  quietly  putting  these  spiritual  t s 
principles  into  practice  and  by  modeling  the  behavior  they  seek  to  stimulate  s a 
in  the  clients,  will  help  create  an  optimal  therapeutic  environment — one  that  j 
will  facilitate  healthy  growth  and  more  effective  coping  and  that  will  prompt 
the  clients  to  tap  into  their  “inner  strength”  to  become  empowered  and 
ultimately  self-actualized.  Obviously,  it  is  important  that  an  objective  verifica-  } 
tion  of  the  NASCO  approach’s  validity  be  obtained.  f 

b 

Prevention — An  Ounce  Equals  a Kilo  of  Cure 

Afrocentric  Models 

The  term  “Afrocentric”  is  gaining  popularity  among  mental-health  profes-  f 
sionals  and  human-service  providers  seeking  to  construct  new  or  adapt  f 
existing  approaches  that  will  reach  African-American  males  deemed  at  high 
risk  for  developing  alcohol  and  other  drug  abuse  problems  and  other  self- 
destructive behaviors.  For  Asante  (1987),  the  term  means  “literally,  placing 
African  ideals  at  the  center  of  any  analysis  that  involves  African  culture  and 
behavior.”  Highly  critical  of  “the  Eurocentric  ideology  that  masquerades  as  a , 
universal  view  in  the  fields  of  intercultural  communication,  rhetoric, 
philosophy,  linguistics,  psychology,  education,  anthropology,  and  history,” 
Asante  urges  a shift  to  a “post-Eurocentric  idea  where  true  transcultural  | 
analyses  become  possible.”  He  goes  on: 

Without  severe  criticism,  the  preponderant  Eurocentric 
myths  of  universalism,  objectivity,  and  classical  traditions 
retain  a provincial  European  cast.  Scholarship  rooted  in  such 
a tradition  obviously  lacks  either  historical  or  conceptual 
authenticity.  The  aggressive  seizure  of  intellectual  space,  like 
the  seizure  of  land,  amounts  to  the  aggressor  occupying  some- 
one else’s  territory  while  claiming  it  as  his  own.  The  problem 
with  this  is  that  cultural  analysis  takes  a back  seat  to  gallop- 
ing ethnocentric  interpretations  of  phenomena,  (p.  9) 

On  a related  tack,  Na’im  Akbar  (1991)  contends  that  human  progress 
requires  a vision,  an  idealized  form  of  how  things  ought  to  be.  This  vision 
should  focus  on  the  best  potentials  of  the  group  involved,  be  holistic,  and  take 
into  account  both  physical/material  realities  and  spiritual/moral  realities. 
From  this  starting  point,  Akbar  has  developed  a vision  for  African-American 
males  that  would  allow  them  to  “move  beyond  seeing  [themjselves  as 
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endangered  victims  and  seeing  [them]selves  as  agents  of  self-determining 
creators  of  change.” 

Akbar  sees  three  critical  developmental  stages  through  which  the  fully 
actualized  African-American  man  must  pass:  maleness,  boyhood,  and  man- 
hood. Maleness  is  a predetermined  fact  of  biological  life  that  is  in  no  way 
! subject  to  choice.  Many  males  get  stuck  in  this  stage,  in  this  child’s  mentality, 
although  they  grow  older  chronologically.  Male  mentality  equals  slave 
mentality. 

When  the  maleness  stage  is  transcended,  one  reaches  boyhood.  This  stage 
is  marked  by  the  development  of  discipline.  At  first,  discipline  comes  from  the 
| outside,  but  gradually  develops  inside  as  the  individual  learns  to  delay  and 
control  his  urges  and  appetites,  including  sexual  ones.  Boys,  regardless  of 
; their  age,  are  into  game-playing,  says  Akbar. 

' Knowledge,  Akbar  continues,  takes  the  boy  to  manhood.  For  this  to  occur, 
guidance  is  necessary.  A man  recognizes  that  he  must  make  decisions  and 
take  actions,  and  that  his  decisions  are  binding.  He  takes  on  responsibilities 
! for  himself  and  his  family.  In  addition,  he  becomes  community-conscious, 
which  ultimately  grows  into  God-consciousness. 

| Several  programs  aimed  at  preventing  AOD  abuse  employ  Afrocentric 
concepts  in  their  work  with  young  African-American  males.  One  such  program 
is  the  Walbridge  Caring  Community  Project  (WCCP),  developed  by  Khatib 
Waheed.  Waheed  (1990)  says  that  “by  infusing  traditional  African  and 
African-American  concepts  and  philosophy  into  both  the  treatment  modalities 
and  the  program  components  we  provide  the  children  and  families  with 
necessary  life  skills  and  knowledge  that  facilitate  self-motivation  and  be- 
havior modification.”  He  describes  the  major  aspects  of  the  WCCP  Afrocentric 
i concept  as  follows: 

• Spirituality — emphasis  on  establishing  oneness  with  the  creation  and 
the  Creator; 

• Self-Identity — emphasis  on  African  and  African-American  history/ 
culture  and  the  African  Diaspora  through  didactic  instruction; 

• Extended  Family — emphasis  on  recognizing  the  extended  family  as  a 
basic  and  legitimate  family  structure  and  support  system; 

• Unity — emphasis  on  self-help  and  community  empowerment; 

• Value  System — emphasis  on  recognizing  ...  a viable  value  system  and 
thereby  a criterion  for  assessing  growth/development; 

• Conflict  Resolution — emphasis  on  utilizing  nonviolent  conflict  resolu- 
tion techniques;  and 
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• Rite  of  Passage — emphasis  on  establishing  specific  guidelines  for  man- 
hood/womanhood training  that  incorporate  Rite  of  Passage  ceremonies,  f 

Another  prevention-intervention  effort  attracting  national  attention  and 
praise  is  the  HAWK  Programme  (High  Achievement,  Wisdom,  and 
Knowledge)  that  Wade  Nobles  (1974)  and  Lawford  Goddard  developed  to 
respond  to  the  needs  of  the  Oakland,  CA,  school  system  “to  address  the  issue 
of  deviant  Black  male  behavior  relative  to  teenage  pregnancy.”  Nobles  and 
Goddard  found  that  their  program  also  was  of  great  value  in  working  with  this 
same  population’s  problems  with  alcohol  and  other  drug  abuse.  Their  ap- 
proach has  a clear  spiritual  backdrop  and  specifically  attempts  to  influence  ' 
the  values  and  moral  character  of  young  African-American  males.  Through 
their  Institute  for  the  Advanced  Study  of  Black  Family  Life  and  Culture,  Inc.,  f 
the  Nobles  and  Goddard  group  offers  training  for  teachers  and  parents,  as  well  J 
as  onsite  support  and  technical  assistance  to  school  districts  in  establishing  , 
customized  manhood  training  (HAWK  Projects)  for  local  communities. 

Toward  a Spiritually  Anchored,  Holistic  Health 
Promotion  Model  jj 

1 

Almost  100  years  ago,  W.E.B.  Du  Bois  wrote: 

One  ever  feels  his  twoness — an  American,  a Negro;  two  souls, 
two  thoughts,  two  unreconciled  strivings;  two  warring  ideals 
in  one  dark  body,  whose  dogged  strength  alone  keeps  it  from 
being  tom  asunder. 

The  history  of  the  American  Negro  is  the  history  of  this 

strife — this  longing  to  attain  self-conscious  manhood,  to 

merge  his  double  self  into  a better  and  truer  self.  In  this  \ 

merging  he  wishes  neither  of  the  older  selves  to  be  lost.  He 

would  not  Africanize  America,  for  America  has  too  much  to 

teach  the  world  and  Africa.  He  would  not  bleach  his  Negro  soul 

in  a flood  of  white  Americanism,  for  he  knows  that  Negro  blood 

has  a message  for  the  world.  He  simply  wishes  to  make  it  L 

possible  for  a man  to  be  both  a Negro  and  an  American, 

without  being  cursed  and  spit  upon  by  his  fellows,  without 

having  the  doors  of  opportunity  closed  roughly  in  his  face.  (Du 

Bois  1969) 

Du  Bois’s  poetic  prose  illuminates  the  bind  in  which  the  African-American 
male  still  finds  himself  today.  The  social,  economic,  and  political  barriers 
confronting  him  on  the  outside,  coupled  with  the  internal  strife  Du  Bois 
described,  create  an  everyday  burden  of  monstrous  proportions.  It  is  a wonder 
that  the  burden  doesn’t  drive  even  more  African-American  males  to  alcohol 
and  other  drug  abuse.  The  goal,  however,  is  to  reduce  that  number  to  an  , 
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absolute  minimum;  the  key  to  that  goal  is  creating  a climate  that  promotes 
appreciation  of  his  spiritual  nature  and  rich  cultural  history. 

Each  of  the  prevention  approaches  described  above  is  designed  to  equip 
young  African-American  males  to  overcome  and,  indeed,  master  the  negative 
forces  that  affect  them  while  growing  up.  Each  emphasizes  a cultural  and 
! spiritual  perspective.  Human-service  workers  would  be  safe  in  adopting  any 
I of  them,  depending  on  local  factors. 

1 There  are  a number  of  valid  approaches  to  preventing  alcohol  and  other 
J drug  abuse  among  African-American  males.  Going  even  further,  all  of  us  in 
! the  field  must  come  to  recognize  that  we  have  to  practice  what  we  preach.  We 
will  not  be  able  to  inspire,  instruct,  or  induce  young  people  to  do  the  right  thing 
i unless  we  first  achieve  that  goal  in  ourselves.  Our  strongest  weapon  is  the 
! example  we  set  in  our  public  and  private  lives,  by  avoiding  alcohol  and  other 
| drug  abuse  and  the  whole  array  of  other  self-destructive  activities  that  we 
seek  to  prevent  in  young  men  and  women  of  all  races. 

In  other  words,  if  we  can  transform  ourselves,  if  we  can  bring  our  own 
behavior  into  line  with  our  highest  ideals,  then  the  rest  of  the  world  will  soon 
follow  suit. 
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Making  Public  Education  Work  for 
African-American  Males 


Belle  S.  Wheelan 

Recent  estimates  indicate  that  by  the  year  2020,  the  majority  of  school-aged 
children  will  be  from  racial/ethnic  groups  (Hodgkinson  1985).  If  America’s 
public-education  system  continues  along  its  current  path,  African-American 
students  will  continue  to  hold  the  records  for  dropout  rates,  low  academic 
achievement,  and  low  college-attendance  rates.  In  order  to  turn  around  these 
figures  and  the  negative  experience  African-American  children  report  they 
have  in  school,  a steadfast  commitment  will  be  needed  on  the  part  of  parents, 
school  officials,  churches,  community  groups,  and  State  and  Federal  legislators. 

If  the  purpose  of  education  is  to  provide  the  academic  or  vocational  training 
citizens  need  to  become  productive,  working,  tax-paying  members  of  society, 
then  the  public-education  system  has  not  fulfilled  its  purpose  for  African 
Americans.  Other,  less  formal  kinds  of  schooling  have  had  to  fill  the  breach. 

The  question  of  how  to  educate  “Negroes”  puzzled  earlier  Americans  from 
the  moment  Africans  arrived.  Prior  to  the  African-American  insurrection  of 
1800,  led  by  the  slave  Gabriel  Prosser,  formal  education  for  slaves  was 
unheard  of;  since  the  early  days  of  the  colonies,  education  and  slavery  were 
viewed  as  a lethal  combination  that  might  foment  uprisings  among  the  slaves 
who  would  realize  the  injustice  of  their  situation.  Nevertheless,  a few  en- 
lightened organizations  sought  to  provide  some  formal  training  for  slaves. 

Beginning  with  educating  slaves  about  Christianity  (an  effort  promulgated 
by  the  Puritans)  and  continuing  up  to  the  formation  of  the  Philadelphia 
Abolition  Society  (whose  members  included  Noah  Webster,  Benjamin 
Franklin,  and  Thomas  Paine),  a handful  of  brave  and  caring  “Whites  of  good 
will”  worked  to  abolish  slavery  and  to  encourage  the  education  of  people  of  all 
colors  (Low  and  Cliff  1981,  p.  332).  While  not  a popular  notion  with  all  slave 
owners,  many  dared  to  teach  one  or  two  of  their  slaves  to  read  and  write. 

After  the  American  Revolution,  Northern  African  Americans  enjoyed  the 
benefits  of  education  in  both  public  and  private  institutions.  According  to  Low 
and  Cliff  (1981): 

New  Jersey  began  educating  Black  children  in  1777.  In  addi- 
tion, Quakers  and  other  humanitarian  groups  taught  Black 
children  privately,  and  Quaker  philanthropist  Anthony 
Benezet  provided  funds  to  enlarge  the  Quaker  program  begun 
with  the  school  session  of  1774.  In  1787  a school  for 
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Afro-Americans  was  built  in  Philadelphia,  and  by  1797  at 

least  seven  schools  had  been  established,  (p.  333)  [ 

In  the  South,  significant  changes  did  not  occur  until  the  1870’s,  during  ' 
Reconstruction.  Legislation  was  passed  in  Washington,  DC,  West  Virginia, 
Florida,  and  Louisiana  that  provided  for  “separate  but  equal”  education  for 
African  Americans.  Because  the  South  had  historically  been  opposed  to  t 
education  for  anyone  at  taxpayers’  expense,  for  such  legislation  to  be  enacted  \ 
at  all  was  a major  milestone.  » 

In  1849  the  City  of  Boston  appeared  before  the  Massachusetts  Supreme 
Court  on  behalf  of  an  African  American  girl  who  had  been  barred  from 
attending  a White  school.  That  case  introduced  to  the  courts  such  contem- 
porary issues  as  neighborhood  schools,  busing  for  racial  balance,  and  funding 
for  public  and  private  schools  and  facilities.  In  the  years  since,  numerous  court 
cases  filed  on  behalf  of  African-American  students  have  resulted  in  legal 
mandates  to  end  segregated  schools,  to  force  busing  for  racial  equality,  and  to 
gain  their  admittance  into  America’s  most  prestigious  universities.  Yet,  in 
1991,  a Virginia  case  resurrected  the  issue  of  neighborhood  schools,  proving 
that  the  battle  to  ensure  quality  public  education  for  all  Americans  is  still 
being  fought.  f 

Schooling,  on  the  other  hand,  has  been  and  continues  to  be  a legitimate, 
albeit  informal,  means  for  young  African  Americans  to  learn.  Playing  the 
dozens,  hustling,  gang  affiliation,  woofing,  learning  slang,  and  so  forth  are  ; 
time-proven  strategies  African  Americans  use  to  survive  and  often  to  acquire 
the  basic  necessities  of  food,  clothing,  and  shelter.  This  informal  education  is,  i» 
unfortunately,  becoming  the  only  option  for  more  and  more  of  today’s  African-  J 
American  youth.  There  is  a certain  irony  in  the  fact  that  the  only  type  of  1 
education  available  to  African  Americans  300  years  ago  is  today  becoming  the  > 
educational  method  of  choice. 

As  a result  of  severe  poverty,  teenage  pregnancies,  and  an  abundance  of  < 
single-parent  families  in  which  the  parent  works  long  hours  and  has  little  time  j 
for  quality  interaction  with  their  children,  today’s  African-American  youth  e 
have  to  raise  themselves  and  each  other,  with  little  or  no  adult  supervision,  t 
This  trend  of  kids  raising  kids  translates  into  alcohol  and  other  drug  abuse, 
gang  fights  and  murders,  and  a dropout  rate  that  rivals  the  national  debt.  t 

Academic  Performance  of  Black  Males 

In  1983,  fewer  than  4,200  out  of  75,400  college-bound  African-American 
high  school  graduates  had  grade-point  averages  of  3.75  (B+)  or  better,  com- 
pared with  7,858  out  of  36,048  Asians  and  115,722  out  of  701,345  White 
students  (W.E.  Williams  1989).  That  means  that  5.5  percent  of  college-bound 
African-American  seniors  earned  averages  of  B+  or  better,  compared  with  j 
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22  percent  of  Asians  and  16.5  percent  of  Whites.  So,  while  the  percentage  of 
African-American  high  school  graduates  is  climbing  and  their  dropout  rate  is 
declining,  fewer  of  these  young  African  Americans  are  making  the  grade  to 
institutions  of  higher  education. 

A 1990  American  Council  on  Education  (ACE)  study  showed  that  although 
today’s  African-American  youth  are  graduating  from  high  school  in  greater 
numbers  and  are  doing  better  on  college  entrance  exams,  fewer  of  them  are 
going  to  college  (Wingert  1990).  The  ACE  report  also  found  that: 

• The  percentage  of  low-income  Black  high  school  graduates  attending 
college  dropped  from  40  to  30  percent  from  1976  to  1988. 

• Enrollment  in  college  of  Black  middle-class  graduates  dropped  from 
54  percent  in  1976  to  36  percent  in  1988. 

• Enrollment  of  middle-income  Black  men  dropped  from  53  to  28  percent 
from  1976  to  1988  (Wingert  1990,  p.  75). 

Why  is  this  happening?  The  primary  reason  is  money.  In  the  1970’s,  African 
Americans  who  fell  in  the  lower  range  of  middle  income  could  qualify  for 
Federal  grants;  this  was  no  longer  so  in  the  1980’s.  In  addition,  many  colleges 
and  universities  returned  to  tighter  admissions  standards,  thereby  eliminat- 
1 ing  large  numbers  of  African-American  students. 

Earlier,  during  the  1960’s  and  1970’s,  an  increasing  number  of  African 
Americans  moved  into  high-status  occupations  and  political  positions — a 
direct  result  of  colleges  and  universities  having  revamped  their  admissions 
policies  to  conform  to  Federal  legislation  to  integrate.  During  this  time  the 
number  of  African-American  high  school  graduates  also  began  to  climb, 
largely  because  youth  saw  it  was  possible  to  further  their  education  and  get 
a good  job.  During  the  Reagan  administration,  however,  political  conservatism 
resurged,  and  the  liberal  national  leadership  that  had  fostered  opportunity 
for  all  during  the  1960’s  and  1970’s  disappeared.  The  onus  was  thrown  on  the 
States  to  provide  funding  for  many  of  the  programs  that  had  previously  been 
supported  by  Federal  dollars.  For  example,  Head  Start  programs  disappeared 
from  areas  where  children  traditionally  had  been  deprived  of  parental  in- 
volvement in  the  learning  process,  early-childhood  education,  and  formal 
training. 

In  1989,  the  National  Research  Council  released  its  report  on  the  changing 
status  of  African  Americans  since  1940,  A Common  Destiny:  Blacks  and 
American  Society  (Jaynes  and  Williams  1989).  The  report  indicated  that,  while 
the  status  of  African  Americans  on  average  had  improved,  one-third  of  the 
African-American  population,  including  nearly  half  of  all  African-American 
children,  still  lived  in  poverty.  The  report  also  stated  that,  if  no  significant 
policy  changes  developed  in  the  near  future, 
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• The  rate  of  increase  of  the  Black  middle  class  is  likely  to  decline. 

• Approximately  one-third  of  the  Black  population  will  continue  to  be  J 
poor. 

• The  relative  employment  and  earnings  status  of  Black  men,  now  e 

declining,  is  likely  to  deteriorate.  I 

• Drugs  and  crime,  teenage  parenthood,  poor  education,  and  joblessness 
will  maintain  their  grip  on  large  numbers  of  poor  and  near-poor  Blacks. 

• High  rates  of  residential  segregation  between  Blacks  and  Whites  will 

continue.  r 

• The  United  States  will  face  the  continued  great  inequality  between  i 
Whites  and  Blacks  and  a continuing  division  of  social  status  within  the  . 
Black  population  (Jaynes  and  Williams  1989). 

The  situation  is  especially  bad  for  young  African-American  males;  the  U.S.  ^ 
Department  of  Education  reports  that  nearly  20  percent  of  all  African-  * 
American  males  drop  out  of  high  school.  In  addition,  “Black  boys  score  lower 
than  any  other  group  of  youngsters  on  standardized  tests, . . . are  dispropor- 
tionately misclassified  and  placed  in  classes  for  the  mentally  retarded  or  are 
tracked  into  slow-leaming  classes  more  often  and  with  more  consequences  , 
than  for  any  other  group  of  children”  (Dent  1989).  These  factors  are  considered  ^ 
the  main  reason  African-American  men  do  not  go  to  college,  or  fail  to  earn  a ,, 
decent  living,  or  end  up  in  jail  or  dead.  Moreover,  as  Jawanza  Kunjufu  has  \ 
said,  “Every  Black  male  child  who  is  diagnosed  and  placed  in  special  education  j, 
is  a prime  candidate  to  deal  drugs”  (Dent  1989). 

Data  show  that  even  when  more  money  is  poured  into  educational  systems  1 
and  legislation  mandates  equal  access  to  that  system,  society  is  still  losing  too 
many  African-American  males  to  crime  and  joblessness.  Opening  doors  is  ^ 
obviously  not  enough.  [ 

Teacher  Expectations  of  Black  Males 

Numerous  studies  have  shown  that  a student’s  academic  performance  often  jj 
reflects  his  or  her  teacher’s  expectations.  When  teachers  encourage  students, 
students  learn;  when  teachers  think  students  cannot  learn,  they  don’t.  Often, 
teachers  make  judgments  based  on  criteria  such  as  family  background,  the  ^ 
way  a child  dresses  or,  even  worse,  skin  color.  The  lower  expectations  these 
judgments  lead  to  are  manifested  in  poor  academic  performance,  which  often  f 
results  in  placement  in  special-education  classes.  African-American  males 
wind  up  in  such  classes  more  than  twice  as  often  as  non-African-American  r 
males.  t 
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Many  of  today’s  classrooms  are  battle  zones  between  students  and  teachers , 
usually  male  students  and  teachers.  Interestingly  enough,  although  macho 
behavior  is  considered  desirable  among  males  in  America,  when  African- 
American  male  youth  act  macho  they  are  labeled  delinquent  or  deviant  and 
are  subject  to  severe  discipline  such  as  suspension  or  expulsion.  According  to 
Dent  (1989),  African-American  males  are  twice  as  likely  as  their  White 
counterparts  to  receive  corporal  punishment  or  be  suspended.  He  goes  on  to 
j suggest  that  African-American  males  view  their  high  rate  of  punishment  as 
1 proof  that  they  have  no  place  in  the  academic  world. 

Traditional  Models  of  Education 

The  traditional  educational  model  of  teacher  lectures — children  respond 
seems  to  be  extremely  inefficient  in  working  with  African-American  male 
children.  Boys  are  generally  more  active,  have  shorter  attention  spans,  and 
have  higher  energy  levels  than  girls.  These  gender-related  behaviors,  coupled 
i with  an  academic  curriculum  that  is  often  seen  as  totally  irrelevant  to  young 
African  Americans’  daily  lives,  may  well  explain  the  high  dropout  rates  among 
African-American  males. 

J.P.  Comer  and  his  colleagues  at  Yale  University’s  Child  Study  Center 
investigated  these  issues  through  a study  at  two  inner-city  schools  in  New 
Haven,  CT,  in  1968.  They  worked  with  teachers  and  administrators,  encourag- 
ing them  to  believe  that  all  the  children  could  learn  and  should  be  treated  with 
respect.  The  group  concluded  that  “the  way  to  academic  achievement  is  to 
promote  psychological  development  in  students,  which  encourages  bonding  to 
the  school”  (Comer  1988).  At  the  end  of  the  study  four  years  later,  one  school’s 
rating  has  risen  from  25th  out  of  33  schools  in  the  district  to  number  3! 

Comer  further  explains  that  by  the  age  of  8,  children  begin  to  recognize  how 
other  families  differ  from  their  own  in  income,  education,  and  sometimes  race 
and  style.  Many  are  unable  to  achieve  in  school  and  thus  see  academic  success 
as  unattainable,  so  they  decide  that  school  is  unimportant.  With  education  no 
longer  an  option,  they  seek  other  ways  to  achieve  a sense  of  adequacy, 
belonging,  and  self-affirmation — ways  that  result  in  dropping  out  of  school, 
followed  by  teen  pregnancy,  alcohol  and  other  drug  abuse,  and  crime. 

Other  educators  believe  the  problem  stems  in  part  from  the  lack  of  teaching 
about  the  contributions  African  Americans  have  made  to  history,  leaving 
many  children,  of  both  genders  and  all  races,  with  a distorted  view  of  African 
Americans.  The  boys  are  worse  off  because  most  elementary- school  teachers 
are  female,  and  so  they  have  few  positive  male  role  models.  Theorists  are  thus 
beginning  to  support  the  notion  of  special  schools  for  African-American  males, 
with  male  role  models  and  an  Afrocentric  curriculum. 
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Winkler  (1991)  defines  Afrocentrism  as  a focus  on  the  heritage  and  ac- 
complishments of  people  of  African  descent.  Proponents  of  an  Afrocentric 
curriculum  believe  that  including  facts  about  African  Americans  in  the  class- 
room will  hold  the  attention  of  African-American  children,  as  it  would  be  their  ! 
story  being  told.  Critics,  however,  claim  that  Afrocentric  programs  sometimes 
violate  historical  accuracy  with  overblown  claims,  such  as  that  most 
philosophy  and  civilization  originated  in  Africa,  and  that  such  programs  breed 
racial  divisiveness  by  depicting  Whites  as  oppressors.  One  such  critic,  Pulitzer 
Prize-winning  historian  Arthur  Schlesinger,  Jr.,  says,  “Afrocentrism  in  the 
schools  is  a symptom  of  a growing  fragmentation  that  is  threatening  our 
society”  (Winkler  1991). 

James  Turner  (1971),  however,  points  out  that  traditional  American  educa-  j 
tion  is  nothing  more  than  “White  studies”  that  teaches  children  of  all  races  to 
accept  and  value  the  morals  and  beliefs  of  White  society.  Turner  says: 

White  studies  is  a system  of  intellectual  legitimacy  which 
defines  the  activities  and  experiences  of  White  Western  people 
as  the  universal  yardstick  of  human  existence.  Black  studies 
challenges  this  assumption  and  asserts  that  White  is  not  now, 
nor  has  it  ever  been,  either  intrinsically  right  or  complete. 

White  students  are  educated  to  be  rulers  and  makers  of  their 
society.  Blacks  are  taught  to  synthesize  the  experience  and 
memorize  the  conclusions  of  another  people.  The  consequence  j 

of  such  education  is  that  many  Blacks,  if  not  most,  are  inclined 
to  confuse  the  interest  of  our  people  with  that  of  our  opposer, 
creating  a situation  where  we  accept  the  White  people’s  defini- 
tions of  the  problems  they  cause  for  us  and  the  situations  they 
deem  acceptable  for  Black  people,  (p.  12) 

Hale-Benson  (1982)  agrees  with  Turner,  saying  that  while  African-! 
American  studies  include  other  historical  contributions,  it  is  the  story  of! 
African  Americans’  struggle.  In  telling  this  story,  African  Americans  are  able 
to  “identify  oppression  in  its  various  forms  and  disguise  it  to  formulate  a 
strategy  for  struggling  against  it”  (p.  156). 

Impact  of  an  Afrocentric  Model 

Afrocentric  curricula  are  designed  to  include  the  study  of  African-American , 
culture  and  history  while  including  the  traditional  curriculum  skills  one  needs 
to  survive  in  mainstream  America.  Today’s  parents,  who  were  children  during; 
the  1960’s  civil-rights  struggle,  want  their  children  to  learn  about  the  ex-.  , 
periences  of  their  ancestors  along  with  arithmetic,  science,  social  studies,  and  > , 
so  forth.  They  want  their  children  to  be  proud  of  their  African  heritage,  to,  , 
develop  a positive  frame  of  reference  and  self-concept,  and  to  dedicate  them-  ( 
selves  to  furthering  awareness  of  their  heritage. 
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An  Afrocentric  curriculum  can  be  developed  that  will  legitimize  and  explore 
African  culture  while  teaching  about  Euro- American  and  other  cultures  at  the 
same  time.  Hale-Benson  (1982)  identifies  four  basic  concepts  that  should  be 
emphasized  in  this  model: 

1.  Language  / communication  skills — this  area  includes  speaking,  listen- 
ing, labeling,  storytelling,  chanting,  imitating,  and  reciting. 

2.  Mathematical  concepts — assists  students  in  using  daily  skills  (batting 
averages,  etc.)  in  classroom  settings. 

3.  Positive  self-concept  and  positive  attitude  about  learning  and  school — 
this  affective  concept  includes  activities  that  consciously  deal  with  Black 
children’s  ideas  about  themselves  and  their  impact  on  academic 
performance,  that  is,  “I  like  myself,  and  I can  do  this  work.” 

4.  Black  studies — this  includes  concepts  related  to  the  culture,  cosmology, 
history,  and  perspective  of  African  that  will  yield  a greater  knowledge 
of  their  ancestors  as  well  as  increased  pride  in  their  racial  heritage, 
(pp.  161-163) 

Alternate  Education  Strategies 

Many  other  theorists  have  spoken  out  recently  on  the  impact  of  public 
education  on  African-American  males.  Their  theories  are,  however,  as  varied 
as  their  backgrounds.  Strickland  (1989)  suggests  that  in  order  for  African- 
American  children  to  survive  the  educational  process,  “we  must  recapture  our 
history  for  ourselves  and  our  young  people,  and  then,  standing  on  that  history, 
we  must  develop  new  strategies  of  struggle  adequate  to  the  challenges  that 
now  confront  us”  (p.  112).  His  list  of  suggestions  to  accomplish  this  includes 
the  following: 

• Reading  Malcolm  X to  give  our  young  men  an  intellectual  under- 
standing of  the  possibilities  of  overcoming  their  circumstances. 

• Communicating  with  each  other  to  develop  a consensus  about  the 
solutions  to  our  problems  and  to  share  that  consensus. 

• Setting  an  agenda  to  learn  to  think  and  to  understand  where  we  fit  in 
the  scheme  of  things. 

Alvin  Poussaint,  Associate  Professor  of  Psychiatry  at  Harvard  Medical 
School,  believes  that  “the  critical  ingredient  in  self-esteem  and  also  in  self- 
discipline  and  independence  is  helping  your  child  develop  a sense  of  mastery 
over  himself  and  his  environment”  (Fitzgerald  1986).  Some  schools  strive  to 
do  precisely  that.  At  Audubon  Junior  High  in  Los  Angeles,  CA,  Gae  McCallum 
designed  a program  that  calls  for  students  to  sign  a contract  outlining  what 
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is  expected  of  them  in  conduct,  grooming,  and  academic  performance.  Parents 
must  also  sign  the  contract  (Collier  1988). 

George  McKenna  (1988),  principal  of  George  Washington  Preparatory  High 
School  in  Los  Angeles,  CA,  says  it  is  essential  to  break  the  “tiered-fault”  cycle, 
in  which  the  high  school  blames  the  middle  school,  which  blames  the  elemen- 
tary school,  which  blames  the  parents,  who  blame  the  kids  for  being  “incapable 
of  learning.”  He  says: 


The  solution  to  our  problem  lies  in  first  having  an  infallible 
belief  that  education  is  our  salvation;  second,  in  identifying 
those  behaviors  that  must  be  adopted  by  public  schools;  and 
third,  for  our  civic  leaders  to  create  an  effective  monitoring 
process  that  holds  the  educational  system  accountable  in 
measurable,  tangible  ways.  Educational  institutions  must 
assume  the  responsibility  for  creating  and  implementing 
programs  that  will  address  the  major  problems  of  society 
ultimately  caused  by  a miseducated  populace,  (p.  124) 


McKenna  goes  on  to  state  that  in  order  to  save  our  children  and  ourselves 
we  must  require  schools  to  do  the  following: 


• Teach  skills  within  the  subject  area  to  all  students.  The  skills  of 
reading,  writing,  thinking,  speaking,  listening,  studying,  and  test- 
taking can  and  must  be  taught  daily  by  every  teacher,  regardless  of 
subject  field. 


• Develop  and  implement  at  all  grade  levels  a “nonviolent”  curriculum 
and  instructional  programs  that  teach  peace,  positive  and  nonviolent 
strategies  for  conflict  resolution  at  school,  at  home,  and  within  self. 


• Provide  a “Parent-Community  Support  System”  within  each  school  that 
hires  parents  who  live  within  the  school  community  area  and  houses 
them  on  campus.  Their  primary  function  would  be  to  generate  parental 
involvement  with  the  physical  presence  of  parents  on  campus  while 
school  is  in  session. 

• Provide  panel  education  workshops  run  by  other  parents  for  the  benefit 
of  parents  whose  children  are  educationally  “at  risk.” 


• Develop  peer  counseling  programs  for  teenaged  students  in  every  junior 

and  senior  high  school  in  order  to  provide  positive  support,  peer  assist- 
ance, and  role  models  for  students  who  are  most  susceptible  to  negative 
peer  pressure.  f 

• Operate  Saturday  tutorial  programs  on  every  school  campus  run  by  () 
volunteers  from  churches,  Greek-letter  organizations,  professional  or-  « 
ganizations,  and  other  students  and  dedicated  individuals. 
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• Establish  mandatory  daily  homework,  dress  codes  for  students,  daily 
home  contacts  for  absent  students,  closed  campuses,  extended  library 
hours,  college  prep  courses  for  all  students,  elimination  of  “tracking^ 
either  students  or  teachers  (i.e.,  the  practice  of  permitting  the  model 
teachers  to  teach  only  the  model  students),  and  collegial  support  sys- 
tems for  teachers  at  each  school  site. 

| • Provide  a nurturing,  loving,  and  caring  atmosphere  within  each  school 

and  classroom,  so  that  students  are  not  perceived  as  adversaries  or 
victims  but  as  the  most  precious  and  important  persons  in  the  school. 

• Provide  a concerted,  visible,  and  measurable  effort  to  rescue  the  Black 
male  students,  beginning  with  the  third  grade  and  continuing  through 
high  school.  The  use  of  positive  role  models  from  the  community,  peer 
support,  and  academic  achievement  rewards  are  essential  ingredients 
in  establishing  a “brotherhood”  among  the  young  men.  The  future  of 
the  Black  family  depends  on  our  ability  to  rescue  the  Black  male 
(McKenna  1988). 

| In  the  last  few  years,  a new  concept  in  educating  African-American  males 
j has  emerged  and  created  quite  a bit  of  debate  among  educators,  both  African- 
i American  and  White.  In  Miami,  FL,  an  elementary  school  for  African- 
American  boys  opened;  after  a year,  attendance  rates  rose  6 percent,  test 
scores  jumped  6 to  9 percent,  and  a noticeable  decrease  in  hostility  was 
reported  (Tifft  1990).  At  the  end  of  the  year,  however,  the  U.S.  Department  of 
Education  closed  the  school,  saying  it  violated  civil-rights  laws  to  have  an 
all-African-American  school  only  for  boys. 

A similar  idea  is  being  tested  in  Milwaukee,  WI.  In  the  fall  of  1990,  an 
elementary  school  and  a middle  school  for  African-American  boys  opened.  The 
schools  were  designed  to  create  a climate  and  culture  that  says  to  all  children, 
particularly  Black  boys,  that  they  are  okay.  The  lesson  plans  will  emphasize 
African-American  achievement. 

Proponents  of  these  single-sex  African-American  schools,  which  are  called 
African-American  Impression  Schools,  believe  this  approach  is  their  only  hope 
for  improving  the  plight  of  young  African-American  males.  Critics  say  the 
program  is  a throwback  to  separate-but-equal  education  or  officially  sanc- 
! tioned  segregation. 

i Nevertheless,  similar  programs  are  cropping  up  across  the  country.  Spen- 
J cer  Holland,  director  of  the  Center  for  Educating  African-American  Males  at 
! Morgan  State  University  in  Baltimore,  MD,  for  example,  has  organized  a 
program  that  trains  African-American  male  volunteers  to  serve  as  teaching 
assistants  or  mentors  in  four  elementary  schools  in  Washington,  DC,  and 
Baltimore  (Leslie  and  Barrett  1990). 
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Activities  in  the  Commonwealth  of  Virginia 

In  January  1990,  a group  of  civic,  business,  religious,  professional,  and 
political  leaders  across  the  Commonwealth  of  Virginia  met  to  endorse  and 
plan  the  first  Virginia  African-American  Summit.  Held  on  the  campus  of  1 
Virginia  Union  University  in  Richmond,  the  summit  resulted  in  a five-point 
plan  that  focused  on  the  African-American  family,  drugs  and  the  administra-  5 
tion  of  justice,  economic  development,  education,  political  empowerment,  and 
the  legislative  process.  | 

The  purpose  of  the  summit  was  (1)  to  develop  a statewide  African-American 
consensus  agenda  for  the  1990’s  and  beyond;  (2)  to  address  the  inequities  that 
continue  to  exist  in  the  African-American  community;  and  (3)  to  provide  a 
“Report  to  the  People”  detailing  the  goals,  objectives,  strategies,  and  tactics 
recommended  at  the  summit.  The  overall  goal  was  to  ensure  that  African- 
American  children  receive  a quality  education  designed  to  allow  them  to  ! 
maximize  their  potential  for  future  success. 


The  following  objectives  were  developed  to  achieve  this  goal: 

• Increased  opportunities  for  parenting  education. 

• Increased  patron  involvement  in  the  total  educational  system  to  include 
administrative  and  programmatic  aspects  of  local  school  and  school- 
division  decisions. 

• Increased  out-of-school  educational  and  enrichment  experience  for 
Black  children. 

• Increased  Afrocentric  perspectives  in  educational  programs  and  cur-  f 

riculum.  f 

• Increased  multicultural  sensitivity  among  school  staff. 


• Increased  number  of  African  Americans  entering  and  completing 
postsecondary  education.  Provide  additional  activities  convenient  to 
Black  communities  or  postsecondary  opportunities. 


• Increased  number  of  Black  role  models  in  the  schools.  (Matthews  1990, 
p.  13) 


jt 


Recommendations 


According  to  a host  of  statistics,  only  failure  and  doom  lie  ahead  for  the  next ! ; 
generation  of  African-American  men.  Alcohol  and  other  drug  abuse,  violent  i \ 
crime,  and  the  belief  that  a display  of  manhood  will  meet  any  challenge  are 
merely  symptoms  of  a larger  problem,  that  of  poverty  and  fatherlessness.  One 
out  of  every  four  African-American  children  born  lives  at  or  below  the  poverty  [ 
level  or  is  being  raised  by  a single  woman. 
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As  violence  and  irresponsibility  leave  fewer  African-American  men  home 
to  raise  their  children — they  are  either  dead  or  in  jail — African-American 
women  have  the  responsibility  of  raising  a generation  of  children  alone,  a 
particularly  arduous  task  when  it  comes  to  boys.  Because  they  have  no  choice, 
these  mothers  must  empower  themselves  to  handle  the  situation.  They  must 
become  involved  in  what  their  children  are  learning  in  school.  If  these  mothers 
are  unable  to  go  to  the  school,  the  teachers  will  have  to  go  to  them.  If  the 
teachers  are  afraid  to  go  into  some  neighborhoods,  then  churches  within  the 
community  must  open  their  doors  and  provide  a place  for  such  communication 
to  occur. 

Communities  must  get  into  the  act.  Some  are.  In  Portsmouth,  VA,  for 
example,  Tidewater  Community  College,  along  with  60  mostly  male  African- 
American  leaders,  is  providing  the  impetus  for  the  First  Annual  Black  Male 
Development  Conference.  This  1-day  event  will  target  200  African-American 
I males  between  the  ages  of  13  and  18.  Activities  will  include  the  following: 

• A historical  overview  of  contributions  made  by  African-American  men. 

• Breakout  sessions  about  budgeting,  finance,  self-concept,  career 
searches,  relationships,  and  so  forth. 

• A luncheon  and  fashion  show  that  will  focus  on  looking  well-groomed 
on  a limited  budget. 

• Roundtable  sessions  with  50  African-American  men  employed  in  oc- 
cupations ranging  from  sanitation  engineers  to  judges. 

At  the  end  of  the  day,  each  young  man  will  be  matched  with  one  of  the 
organizers,  who  will  then  serve  as  his  mentor  until  the  next  conference  is  held 
in  1992. 

The  conference  organizers  are  respected  leaders  in  the  Portsmouth, 
j Chesapeake,  and  Suffolk  communities  who  themselves  grew  up  in  those 
communities  or  have  lived  there  for  10  or  more  years. 

Programs  such  as  that  in  Portsmouth,  VA,  will  help  young  African- 
American  males  to  develop  appropriate  values  and  to  value  appropriate 
things — not  $200  sneakers.  Schools  can  teach  values,  too.  Gibbs  (1988)  has  a 
I series  of  recommendations,  to  be  implemented  at  the  local,  State,  and  Federal 
; levels,  that  would  improve  conditions  in  the  schools  so  that  “the  continuing 
i waste  of  human  potential  and  the  frequent  imposition  of  negative  sanctions 
against  students  who  desperately  need  to  be  recognized  in  positive  ways”  can 
! be  halted  (p.  88).  These  recommendations  follow. 

I 
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Local  / School  Level 


I 


• Recruit  and  select  competent,  caring,  confident,  and  creative  teachers, 
administrators,  and  support  staff. 


• Implement  heterogeneous  ability  grouping  (except  in  the  cases  of  severe 
handicapping  conditions). 

• Ensure  that  teachers,  administrators,  and  school  staff  are  cognizant  of 
the  importance  of  expectations  regarding  student  achievement. 

• Value  school  academic  performance. 

• Implement  early  childhood  education  programs. 

• Use  resources  from  the  business  community. 

• Develop  and  use  a resource  bank  of  role  models. 

• Improve  parental  involvement  in  the  schools  and  increase  their 
knowledge  of  postsecondary  educational  requirements. 


State  Level  (Through  Policies  and  Funding) 

• Ensure  that  teachers,  administrators,  and  school  staff  are  cognizant  of 
the  importance  of  expectations  on  student  achievement. 

• Implement  early  childhood  education  programs. 

• Improve  parental  involvement  in  schools  and  their  educational  aware-  i 
ness.  This  can  be  done  by  requiring  parents  to  get  involved  in  decision- 
making. 


Federal  Level  (Through  Policies  and  Funding) 

• Provide  student  financial  assistance  for  postsecondary  educational 
opportunities. 


i 

l 


• Provide  funding  for  demonstration  projects. 

• Provide  funding  for  establishing  preschool  and  early  school  year 
programs. 

It  seems  that  African  Americans  have  come  full  circle,  from  depending  on 
themselves  to  provide  schooling  to  recapturing  public  education  for  their 
children.  Curricula  with  an  African-American  flavor  are  now  being  demanded 
for  the  current  generation  of  budding  leaders — recognition  of  the  need  to  tell 
the  African-American  story  to  children  so  the  message  and  struggle  can 
continue  to  be  spread  and  fought. 
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Women,  Drugs,  and  AIDS 


Drug-Exposed  and  -Impaired  Babies:  Designing 
Prevention/Intervention  Programs  for  the 
African-American  Community 


Iris  E.  Smith 


The  dramatic  increase  in  the  use  of  alcohol  and  other  drugs  by  women  of 
j childbearing  age,  particularly  pregnant  women,  has  become  a major  public- 
; health  concern.  The  National  Institute  on  Drug  Abuse  (1987)  estimates  that 
more  than  five  million  women  of  childbearing  age  use  illicit  drugs.  Moreover, 

| a survey  of  36  hospitals  indicated  that  the  prevalence  of  prenatal  drug  use 
j ranged  from  .4  to  27  percent  in  those  hospitals,  with  an  average  of  11  percent 
j (Chasnoff  1989). 


This  reported  prevalence  was  found  to  vary  with  the  screening 
methodologies  used  in  different  facilities.  A study  conducted  in  Pinellas 
County,  FL,  for  example,  evaluated  urine  toxicologies  in  a sample  of  women 
enrolled  for  prenatal  care  in  public  clinics  and  private  obstetrical  offices  and 
found  a prevalence  rate  of  14.8  percent  for  alcohol  and  other  drug  use.  Few 
differences  were  noted  between  the  different  socioeconomic  and  ethnic  groups 
studied,  although  African-American  women  were  more  likely  to  use  cocaine, 
while  White  women  were  more  likely  to  use  marijuana.  This  study  also 
reported  that  African-American  women  were  10  times  more  likely  to  be 
reported  to  the  health  authorities  for  their  illicit  drug  abuse  (Chasnoff  et  al. 
1990).  A similar  survey  conducted  by  the  Rhode  Island  Department  of  Health 
found  that  7.5  percent  of  465  women  who  received  urine  toxicology  screens 
tested  positive  for  alcohol  and  other  drug  use  during  labor  and  delivery 
(Centers  for  Disease  Control  1990). 


! Although  the  prevalence  of  illicit-drug  use  among  pregnant  women  is 
I certainly  cause  for  concern,  alcohol  remains  the  most  frequently  abused  drug. 

; The  National  Institute  on  Alcohol  Abuse  and  Alcoholism  (NIAAA)  estimates 
i that  approximately  six  million  women  abuse  alcohol,  with  the  greatest  propor- 
j tion  of  heavy  drinkers  among  women  of  childbearing  age  (NIAAA  1987). 

! Among  populations  who  use  more  than  one  drug,  alcohol  is  almost  certain  to 
be  used  concurrently  with  other  drugs,  along  with  tobacco  and  marijuana. 

The  effect  of  prenatal  drug  exposure  varies  depending  on  the  type  of  drug, 
level  of  exposure,  maternal  health  status,  and  quality  of  the  postnatal 
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environment.  Another  possible  variable  in  studies  of  exposure  to  illicit  or 
“street”  drugs  is  the  common  practice  of  using  chemical  adulterants  to  enhance 
the  potency  or  extend  the  supply  of  such  drugs.  Such  chemical  additives  may 
also  be  teratogenic  (Alcott  et  al.  1987;  Parras  et  al.  1987). 

In  general,  children  prenatally  exposed  to  drugs  are  less  likely  to  be  carried 
to  term  and  have  a higher  risk  of  morbidity  and  mortality  (Parras  et  al.  1987). 
Many  of  these  children  will  also  experience  intellectual  or  behavioral  deficits. 
Studies  of  children  exposed  to  heroin  and  methadone  have  found  lower 
birthweight  and  a higher  incidence  of  perinatal  complications  and  neonatal 
withdrawal  syndrome  (Finnegan  1976).  Prospective  studies  of  these  children 
suggest  that  inadequate  postnatal  environments  may  contribute  significantly  j, 
to  the  developmental  deficits  that  these  children  display  (Coles  and  Finnegan  ( 
in  press). 

Prenatal  exposure  to  cocaine  has  been  linked  to  premature  birth  due  to  , 
abruptio  placenta,  lower  birthweight,  smaller  head  circumference,  congenital  ; 
anomalies,  and  behavioral  alterations  (Doering  et  al.  1989).  Although  the  , 
results  of  early  research  studies  on  prenatal  cocaine  exposure  suggested  that 
exposed  infants  would  experience  developmental  delays,  the  absence  of  care-  j 
fully  controlled  prospective  studies  makes  it  difficult  to  determine  the  true  jj 
prevalence  of  such  problems  in  this  group  of  children.  0 

Studies  of  prenatal  exposure  to  marijuana,  another  frequently  abused  drug, 
have  yielded  equivocal  results.  Reported  effects  have  included  an  increase  in 
perinatal  complications,  lower  birthweight,  and  behavioral  alterations  (Fried 
1982;  Tennes  1984).  Despite  an  increasing  incidence  of  PCP  and  LSD  use  , 
among  women  of  childbearing  age,  much  of  the  available  information  on  the 
effects  of  these  drugs  has  come  from  clinical  case  studies  (Golden  et  al.  1980).  £ 

More  carefully  controlled  prospective  research  in  this  area  is  clearly  needed,  jj 

Among  the  drugs  most  commonly  abused,  alcohol  appears  to  have  the  , 
highest  potential  for  teratogenicity.  The  known  effects  of  prenatal  alcohol  ; 
exposure  range  along  a continuum  from  fetal  death  to  birth  defects  and  mental 
retardation  to  milder  behavioral  deficits  and  learning  disabilities  (Coles  et  al. 
1991;  Rosett  and  Weiner  1984;  Streissguth  et  al.  1985).  Animal  studies  have  . 
demonstrated  that  prenatal  alcohol  exposure  alone  will  produce  alcohol- 
related  birth  defects  (ARBD)  when  potential  confounders  such  as  nicotine  use 
and  poor  nutrition  are  experimentally  controlled. 

Fetal  alcohol  syndrome  (FAS),  which  results  from  heavy  maternal  alcohol 
use  during  pregnancy,  is  one  of  the  severest  manifestations  of  prenatal  alcohol 
effect.  FAS  consists  of  a pattern  of  birth  defects  that  includes  facial  deform- 
ities, growth  retardation,  and  neurological  impairments.  An  estimated 
80  percent  of  FAS  patients  will  be  mentally  retarded,  and  many  will  have 
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l secondary  birth  defects  such  as  heart,  genitourinary,  and  ocular  anomalies 
(Smith  1979;  Abel  1984;  Coles  et  al.  1985). 

I While  the  full  FAS  has  been  known  to  occur  only  in  children  of  women  with 
! alcohol  dependency,  milder  manifestations  of  ARBD  may  result  from  more 
moderate  social  drinking  (Coles  et  al.  1985;  Streissguth  et  al.  1986).  Unfor- 
tunately, research  studies  have  not  been  able  to  identify  a dose  threshold  for 
I alcohol  effects.  As  with  research  on  other  drugs,  studies  on  alcohol  use  during 
i pregnancy  are  often  complicated  by  underreporting,  poor  recall  by  research 
subjects,  denial,  or  ineffective  screening  procedures.  Moreover,  patterns  of 
j alcohol  consumption  by  pregnant  women  vary  widely  and  may  be  inconsistent 
j during  the  pregnancy,  making  it  difficult  to  ascertain  precise  dose  levels 
| (Streissguth  et  al.  1976;  Emhart  et  al.  1988;  Day  and  Robles  1989). 

j In  addition  to  dose  level,  other  factors  may  mediate  pregnancy  outcomes  in 
j women  who  use  alcohol.  For  example,  it  is  possible  that  blood  alcohol  level 
(BAL)  rather  than  the  actual  amount  consumed  over  a given  time  period  is  a 
more  significant  determinant  of  fetal  effects.  Periods  of  prolonged  intoxication 
or  the  consumption  of  multiple  drinks  in  one  sitting  may  increase  the  risk  to 
the  unborn  child  (Streissguth  et  al.  in  press).  Blood  alcohol  level,  in  turn,  may 
| be  affected  by  factors  such  as  maternal  health,  inborn  tolerance  to  alcohol  or 
other  genetic  factors,  and  length  of  alcohol  or  other  drug  abuse  history 
(Schuckit  1984;  VanThiel  and  Gavaler  1988). 

The  timing  of  gestational  alcohol  exposure  may  also  be  an  important 
consideration,  because  there  are  critical  periods  during  gestation  when  the 
introduction  of  toxic  substances  is  likely  to  affect  developing  systems  (Vorhees 
1986).  Heavy  exposure  during  the  first  trimester  is  likely  to  produce  the 
characteristic  facial  defects  and  may  be  associated  with  some  deficits  in 
intellectual  development  (Russell  and  Skinner  1988).  Exposure  during  the 
third  trimester,  however,  is  associated  with  intellectual  deficits,  intrauterine 
growth  retardation,  and  behavioral  manifestations  (Rosett  et  al.  1983; 
Larsson  et  al.  1985;  Smith  et  al.  1986).  Similarly,  some  researchers  have  noted 
a decreased  risk  for  intrauterine  growth  retardation  and  behavioral  deficits 
in  the  children  of  women  who  discontinue  their  alcohol  use  before  the  third 
trimester  (Smith  et  al.  1986). 

| Although  FAS  is  associated  with  heavy  drinking  and  usually  alcoholism, 
i not  all  women  with  alcohol  dependency  give  birth  to  FAS  children.  Some 
| j mother/child  dyads  appear  to  be  more  vulnerable  to  alcohol’s  effects  than 
j others  at  the  same  level  of  exposure.  This  suggests  that  genetic  or  intrinsic 
I biological  factors  may  also  mediate  risk.  Research  on  other  teratogens  indi- 
j cates  that  an  organism’s  susceptibility  to  a specific  agent  is  determined  by  its 
genetic  vulnerability  as  well  as  the  level  of  exposure  (Vorhees  1986).  Unfor- 
tunately, this  theory  has  little  empirical  support  at  present,  aside  from  case 
studies  of  twins  who  sustained  different  alcohol  effects  despite  equivalent 
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exposure  (Christoffel  and  Salafsky  1975;  Santolaya  et  al.  1978).  Additional 
support  for  genetic  factors  may  be  obtained  from  studies  that  have  found 
disparate  incidence  rates  among  different  ethnic  groups  (May  et  al.  1982; 
Sokol  et  al.  1986;  Rhoades  et  al.  1988).  These  studies  have  reported  a higher 
incidence  of  FAS  and  ARBD  among  certain  American-Indian  tribes  and  among 
African  Americans.  While  this  research  raises  some  interesting  questions 
about  differential  risk,  cultural  factors,  and  differences  in  patterns  of  con- 
sumption and  ascertainment,  bias  may  influence  the  observed  differences  in 
incidence  rates.  Moreover,  African  Americans  represent  a diverse  genetic  pool, 
and  the  mechanism  for  inherited  vulnerability  may  be  difficult  to  isolate. 

The  earliest  prospective  studies  of  FAS  date  back  only  to  the  mid- 1970’s;  J 
our  knowledge  of  the  lifetime  impact  of  ARBD  is  thus  quite  limited.  One  of  the 
unanswered  questions  is  whether  a woman  who  was  prenatally  exposed  to 
alcohol  and  exhibits  ARBD  herself  has  a greater  risk  of  giving  birth  to  an 
affected  child.  Research  on  non-FAS  children  of  parents  with  alcohol  depend-  , 
ency  provides  convincing  evidence  that  alcoholism  runs  in  families  and  sug- 
gests an  inherited  vulnerability  to  alcohol  in  these  children.  An  Atlanta  study 
of  high-risk  pregnant  drinkers  observed  that  women  who  failed  to  moderate 
their  alcohol  consumption  during  pregnancy,  despite  knowledge  of  its  harmful 
effects,  were  more  likely  to  report  that  their  own  mothers  had  been  alcohol  \ 
dependent  than  women  who  were  able  to  discontinue  their  alcohol  use.  Bingol  , 
and  associates  (1987)  have  reported  that  daughters  of  mothers  with  alcohol 
dependency  tended  to  have  poorer  pregnancy  outcomes  than  did  daughters  of 
nonalcoholic  mothers.  Individual  case  histories  of  adult  women  who  were  , 
prenatally  exposed  to  alcohol  and  exhibit  symptoms  of  ARBD  are  also  sugges- 
tive (Smith  and  Coles  1991).  To  date,  only  one  animal  study  has  demonstrated 
transgenerational  growth  deficits  in  third-generation  mice  offspring  (Becker 
and  Randall  1987). 

f 

Multiple  drug  use  constitutes  another  confounding  factor.  The  concurrent 
use  of  tobacco  and  marijuana  is  not  uncommon  among  pregnant  alcohol  users. 
In  a study  of  pregnant  women  at  Boston  City  Hospital,  Weiner  and  colleagues 
( 1983)  reported  a correlation  between  heavy  alcohol  use  and  use  of  other  drugs,  j 
Numerous  studies  have  reported  similar  correlations  (Kuzma  and  Sokol  1982; 
Barr  et  al.  1984;  Streissguth  et  al.  1984;  Coles  et  al.  1985).  The  use  during 
pregnancy  of  other  drugs,  such  as  tobacco,  may  increase  the  effects  of  prenatal 
alcohol  exposure.  [ 

Women  who  abuse  alcohol  or  other  drugs  may  also  have  an  unhealthy 
lifestyle  characterized  by  poor  nutrition,  deteriorated  health,  sexual  promis- 
cuity, and  exposure  to  physical  or  sexual  abuse.  Studies  of  female  AOD  users 
indicate  that,  as  a group,  they  are  also  at  risk  for  a variety  of  reproductive  and 
gynecologic  problems,  including  amennorhea,  venereal  disease,  infertility, 
premature  deliveries,  and  fetal  wastage  (Coles  and  Finnegan  in  press).  Such  [ 
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lifestyle  factors  may  further  complicate  pregnancy  outcomes  in  women  who 
use  alcohol  and  other  drugs. 

Prevention/Intervention:  Multilevel  Strategies  for 
African-American  Communities 

The  transactional  model  of  development  views  the  developmental  process 
as  a dynamic,  two-way  interaction  between  the  intrinsic  characteristics  of  the 
child  and  his  or  her  postnatal  environment  (Sameroff  and  Chandler  1975). 
This  model  is  especially  useful  in  conceptualizing  the  multiple  risks  associated 
with  prenatal  drug  exposure.  Children  who  were  prenatally  exposed  to  alcohol 
or  other  drugs  constitute  a group  at  high  risk  for  developmental  problems. 
While  the  full  impact  of  the  biological  risks  may  remain  equivocal,  prenatally 
s exposed  children  who  remain  with  alcohol  or  other  drug-abusing  parents  may 
I be  exposed  to  multiple  risk  factors  that  may  increase  the  biological  effects. 
The  quality  of  the  caretaking  and  social  environments  may  significantly 
influence  developmental  outcomes. 

Research  on  children  raised  in  alcoholic  homes  indicates  that  they  are  at 
risk  for  psychological  and  emotional  problems  such  as  depression,  low  self- 
esteem, and  learning  difficulties  (Woodside  1983).  Alcohol-affected  children 
who  remain  in  the  custody  of  their  biological  parents,  who  may  continue  to 
actively  abuse  alcohol  or  other  drugs,  are  at  risk  for  failure  to  thrive  and 
physical  or  emotional  neglect  and  abuse  (Streissguth  et  al.  1985).  Even  if  the 
mother  is  well-motivated  and  attached  to  the  child,  she  often  does  not  have 
adequate  financial  and  social  resources  to  cope  with  a developmentally 
delayed  child.  As  with  other  developmental  risk  factors,  the  absence  of  a 
secure,  nurturing  environment  will  only  increase  the  biological  impact  of 
prenatal  alcohol  exposure. 

Drug  addiction,  particularly  alcoholism,  tends  to  run  in  families;  therefore, 
a high  proportion  of  the  mothers  at  risk  for  having  alcohol-affected  children 
will  be  adult  children  of  alcohol  or  other  drug  users.  These  women  may  lack 
appropriate  role  models  for  parenting.  Dysfunctional  rules  learned  in  the 
family  of  origin  can  lead  to  a transgenerational  cycle  of  deficient  parenting.  A 
study  by  Brisbane  (1987)  of  40  African-American  daughters  of  parents  with 
alcohol  dependence  found  that  these  women  tended  to  express  more  negative 
feelings  toward  an  alcoholic  mother  than  toward  an  alcoholic  father.  This 
suggests  that  adult  daughters  of  alcoholics  who  become  alcoholics  themselves 
are  likely  to  evaluate  themselves  in  negative  terms  as  well. 

Studies  of  parenting  behaviors  in  alcohol  or  other  drug-using  mothers  have 
noted  that  such  mothers  exhibit  excessive  use  of  guilt  to  alter  behavior,  a 
| higher  frequency  of  aversive  behaviors,  and  a greater  tendency  to  use  a 
j threatening  disciplinary  approach  than  non-drug-using  mothers  (Deren  1986; 

1 Marcus  and  Tisne  1987;  Emmelkamp  and  Heerers  1988).  Guilt  and  anxiety 


88 


WOMEN,  DRUGS,  AND  AIDS 


about  the  child’s  outcome,  combined  with  limited  knowledge  of  normal  child 
development  and  deficient  parenting  skills,  can  lead  to  unrealistic  expecta- 
tions about  the  child’s  development.  Coles  and  Platzman  (1986),  in  a study  of 
effects  of  prenatal  alcohol  exposure  and  maternal  perception  of  infant  be- 
havior, found  that,  in  a sample  of  moderate  alcohol  users,  the  mothers’ 
attitudes  toward  their  infants  differed  as  a function  of  alcohol  use  during 
pregnancy.  These  researchers  found  that  alcohol  drinkers  tended  to  rate  their 
children  as  less  optimal  at  3 days  of  age  than  a group  of  nondrinkers.  Alcohol 
use  was  inversely  correlated  with  the  degree  to  which  the  mother  was 
“bothered”  by  the  infant’s  behavior,  while  there  was  a positive  correlation 
between  degree  of  “bother”  and  use  of  cigarettes.  Moreover,  in  this  study,  , 
maternal  perceptions  of  the  child’s  optimality  did  not  correlate  with  objective 
assessments  of  the  infant’s  behavior  by  trained  clinicians. 

Parenting  education  is  an  effective  intervention  strategy  for  many  of  these 
high-risk  families.  Studies  of  parenting  education  for  AOD-using  mothers 
have  demonstrated  that  both  mother  and  child  may  derive  considerable 
benefit  from  the  education.  Such  programs  should  include  information  about 
normal  child  development,  physical  care,  patterning  and  sequencing  of  be- 
haviors, and  appropriate  stimulation  for  maximizing  healthy  development 
(Lief  1981).  Parenting  programs  should  also  include  discussion  and  explora- 
tion of  the  ways  in  which  childhood  experiences  shape  ideas  about  parenting, 
with  particular  emphasis  on  the  experience  of  being  raised  in  an  alcoholic  i 
home  (O’Gorman  and  Oliver-Diaz  1987).  It  is  vitally  important  that  parent- 
education  models  be  sensitive  to  cultural  values  and  beliefs.  Culture-bound 
beliefs  about  childrearing  should  not  be  discounted,  but  rather  reframed  when 
change  is  desirable. 

The  presence  of  coexisting  psychopathology  in  the  parents  has  also  been 
shown  to  have  a significant  impact  on  a child’s  behavior.  For  example,  studies  ! 
of  children  of  depressed  or  psychiatrically  disturbed  mothers  indicate  that 
such  children  may  show  a higher  frequency  of  behavioral  problems,  emotional 
instability,  and  academic  difficulties  (Musick  et  al.  1984).  Although  few  j 
studies  have  examined  the  father’s  contributions  to  child  outcomes,  Jacob  and 
Leonard  (1986)  found  that  children  of  depressed  fathers  showed  a higher 
incidence  of  behavior  problems  than  did  children  in  a control  group. 

! 

As  a group,  alcohol  and  other  drug  users  tend  to  exhibit  a wide  range  of 
psychopathology  (Schuckit  1973;  Midanik  1983;  Steer  et  al.  1983;  Khantzian 
and  Treece  1985;  Martin  et  al.  1985).  It  is  unclear  whether  observed 
psychiatric  disturbances  precede  the  abuse  or  develop  as  a consequence  of  it; 
some  evidence  shows  that  psychiatric  symptoms  observed  during  active  AOD 
use  may  dissipate  after  sobriety  is  achieved  (Nathan  1988).  However,  persist- 
ent psychiatric  problems  have  also  been  found  to  be  independent  of  alcohol  j 
and  other  drug  use  (McClelland  et  al.  1981). 
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Children  with  FAS  and  ARBD  often  have  multiple  disabilities.  The  recover- 
ing alcoholic  mother  may  be  especially  vulnerable  to  stresses  associated  with 
raising  such  a special-needs  child.  Often  these  children  require  continuous 
medical  followup  to  remediate  the  various  medical  conditions  that  can  occur, 
such  as  congenital  heart  defects,  clefts,  skeletal  anomalies,  and  vision  and 
hearing  problems.  The  costs  associated  with  such  medical  care  may  be  exces- 
sive, and  families  may  require  financial  assistance. 

One  of  the  greatest  obstacles  to  providing  services  to  alcohol-affected 
children  is  the  failure  of  health  and  social- service  providers  to  identify  these 
children  early.  A recent  study  that  examined  the  medical  records  of  40 
children,  all  bom  to  alcoholic  women,  did  not  find  any  references  to  FAS  or 
ARBD  despite  the  fact  that  6 of  the  children  had  features  consistent  with  FAS 
and  17  had  evidence  of  abnormal  growth  and  development  postnatally  (Little 
et  al.  1990).  Postnatal  followup  of  22  of  the  alcohol-exposed  infants  revealed 
that  6 had  died  during  the  neonatal  period  and  18  were  receiving  care  in  State 
hospitals.  Because  the  physical  defects  associated  with  FAS  are  often  subtle 
and  the  intellectual  deficits  relatively  mild,  many  of  these  children  will  not  be 
identified  until  they  reach  school  age.  In  addition,  unlike  many  other  congeni- 
tal syndromes,  the  FAS  child  is  often  sociable  and  compliant.  Antisocial 
behaviors  in  young  FAS  children  are  relatively  rare,  and  so  they  are  less  likely 
to  come  to  the  attention  of  service  providers  (Miller  et  al.  1981;  Streissguth  et 
al.  1985;  Smith  and  Coles  1990). 

Although  FAS  and  ARBD  have  been  the  subject  of  numerous  research 
studies  since  the  early  1970’s,  to  date  no  remedial  programs  specifically 
address  the  needs  of  the  FAS  child.  More  applied-research  studies  are  needed 
to  develop  demonstration  intervention  programs  for  the  FAS  or  ARBD  child. 

A significant  proportion  of  alcohol-affected  children  remain  with  their 
biological  mother,  at  least  during  early  childhood.  The  emotional  and 
psychological  risks  associated  with  being  raised  in  an  alcoholic  family  environ- 
ment are  multiplied  for  these  children,  who  may  be  biologically  compromised 
as  well.  Even  when  developmental  delays  are  noted,  individuals  who  typically 
provide  services  to  at-risk  children  may  be  inexperienced  in  working  with 
addicted  or  alcoholic  families.  Moreover,  because  of  their  alcohol  dependence, 
parents  may  be  unable  or  unwilling  to  follow  through  with  therapeutic 
recommendations  and  may  not  pay  attention  to  scheduled  appointments.  In 
one  of  the  few  studies  that  addressed  intervention  issues,  Wilson  et  al.  (1984) 
found  that  the  parents  of  FAS  children  often  were  still  abusing  alcohol  and 
were  likely  to  have  poor  psychological  adjustment.  The  mothers  often  had  poor 
parenting  skills  and  were  ineffective  in  obtaining  medical  and  social  services 
for  their  children.  The  current  social  trends  toward  “criminalizing”  addicted 
mothers  may  also  make  alcoholic  mothers  wary  of  the  system  and  thus  further 
complicate  the  issue.  This  is  particularly  true  for  African-American  and  other 
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racial/ethnic  women,  who  are  far  more  likely  to  be  prosecuted  for  prenatal 
drug  use  (Chasnoff  et  al.  1990). 

Typically,  women  who  give  birth  to  children  with  FAS  are  chronic  alcoholics 
who  have  experienced  numerous  alcohol-related  social  and  medical  problems. 
In  many  cases,  the  mother’s  own  health  may  be  rapidly  deteriorating.  Such 
women  have  a high  risk  of  premature  death  from  alcohol-related  organic 
problems,  accidents,  or  other  forms  of  violent  death.  A prospective  study  of 
women  alcoholics  treated  in  two  St.  Louis  hospitals  found  that,  over  the 
11-year  followup  period,  31  percent  had  died.  This  represented  a mortality 
rate  4.5  times  that  of  the  general  population  (Smith  et  al.  1984).  Some 
researchers  report  that  75  percent  of  mothers  who  deliver  FAS  children  will 
be  dead  before  the  children  reach  their  fifth  year  (Streissguth  et  al.  1985). 
Thus,  many  of  these  children  will  eventually  be  placed  in  foster  care.  African- 
American  and  other  racial/ethnic  children  are  more  likely  to  be  placed  in  foster 
care  and  are  less  likely  to  be  adopted  (Office  for  Substance  Abuse  Prevention 
1992).  If  the  child  has  a disability  or  mental  retardation,  as  is  the  case  with 
many  alcohol-  or  other  drug-exposed  children,  the  likelihood  of  adoption  is 
greatly  decreased. 

As  the  above  discussion  suggests,  FAS  children  and  their  families  have  a 
number  of  needs.  On  the  individual  level,  the  development  of  routine  screening 
protocols  that  would  improve  early  identification  of  at-risk  children  is  ex- 
tremely important.  The  development  and  evaluation  of  applied  research  in 
intervention  with  FAS  and  ARBD  children  should  also  be  a funding  priority. 
Because  intellectual  deficits  of  FAS  children  are  likely  to  be  mild,  they  may 
not  qualify  for  existing  remedial  services  in  many  areas.  Often  such  programs 
are  limited  to  children  with  IQ  scores  of  less  than  70  or  who  have  multiple 
physical  disabilities.  Studies  of  children  with  FAS  have  found  mental  impair- 
ment and  cognitive  functioning  in  individual  patients  ranging  from  low 
normal  to  profoundly  retarded.  Recent  research  on  FAS  children  indicates 
that  these  children  are  at  risk  for  learning  disabilities  and  behavioral 
problems,  including  attentional  deficits  (Streissguth  et  al.  1986;  Coles  and 
Platzman  1990). 

The  families  of  FAS  children  may  also  need  support  services  to  help  them 
cope  with  the  stresses  associated  with  rearing  a special-needs  child.  The 
current  trend  toward  increased  family  involvement  in  the  treatment  of  the 
developmentally  delayed  child  is  based  on  findings  that  children  with  dis- 
abilities or  mental  retardation  who  are  raised  at  home  tend  to  have  better 
outcomes  than  children  who  are  institutionalized  (Seitz  and  Provence  1989). 
This  focus,  however,  may  not  always  be  sensitive  to  the  family’s  needs  or  to 
cultural  differences  in  the  client  population  (Vincent  et  al.  1989).  Such  models 
may  be  based  on  middle-class  norms  and  values  and  may  assume  more  family 
resources  than  actually  exist  (Coles  and  Platzman  1990).  In  African-American 
families,  for  example,  childcare  responsibilities  are  often  shared  among 
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extended  family  members,  usually  the  grandmother.  High  rates  of  births  to 
teenaged  mothers  have  contributed  to  an  increasing  number  of  young  African- 
American  grandmothers.  Often  grandmotherhood  comes  before  these  women 
have  resolved  the  issues  of  previous  life  stages.  The  high  prevalence  of  alcohol 
and  other  drug  abuse  in  many  communities  has  forced  many  of  these  young 
grandmothers  to  assume  an  active  role  in  raising  their  grandchildren,  often 
before  they  have  finished  raising  their  own  children  (Gross  1989).  This  creates 
a potentially  stressful  situation,  in  which  intergenerational  roles  are  not 
clearly  defined.  While  some  of  these  young  grandmothers  may  be  highly 
motivated  and  concerned,  they  may  be  unequipped  to  deal  with  a developmen- 
tally  delayed  child.  Moreover,  they  may  need  additional  support  to  help  them 
cope  with  their  alcohol  or  other  drug-using  offspring.  Parenting  interventions 
that  focus  solely  on  the  mother  or  that  assume  a traditional  family  structure 
may  be  excluding  those  family  members  who  are,  in  fact,  the  child’s  primary 
caregivers. 

It  is  equally  important  to  consider  the  larger  social  environment  in  which 
the  child  is  being  raised.  Children  of  alcohol  or  other  drug  abusing  parents  are 
more  likely  to  experience  family  disruption  than  are  the  children  of  non-drug 
users  (Woodside  1983;  Deren  1986).  Many  of  these  children  will  grow  up  in 
single-parent  families  with  limited  economic  resources.  The  impact  of  poverty, 
crime,  and  limited  community  resources  creates  added  risks  for  these  vul- 
nerable children  (Smith  1990).  For  racial/ethnic  children,  the  family  and 
community  often  serve  as  a buffer  to  the  negative  and  racist  messages  that 
may  be  transmitted  from  the  dominant  culture.  Dysfunctional,  drug-using 
families  may  fail  to  counteract  these  messages,  thus  preventing  development 
of  healthy  self-concept  and  racial  identity  in  their  children. 

The  multiple  risks  faced  by  the  prenatally  drug-exposed  child  require 
multilevel,  multisystem  interventions.  Intervention  programs  should  be  com- 
prehensive in  scope  and  should  not  discount  those  factors  in  the  larger  social 
environment  that  will  likely  have  an  impact  on  the  child’s  development. 

Programs  that  target  alcohol  or  other  drug-exposed  children  in  the  African- 
American  community  must  be  sensitive  to  culture-bound  beliefs,  values,  and 
behaviors.  Rogler  and  colleagues  (1987)  outline  three  components  of  culturally 
sensitive  programs: 

1 . Programs  may  increase  the  accessibility  of  conventional  services  by  remov- 
ing barriers,  for  example,  by  providing  transportation  to  families  who 
reside  in  low-income  or  rural  areas.  Language  differences  and  culture- 
bound  beliefs  may  also  influence  use  of  services.  For  example,  for  many 
low-income  African-American  families,  the  stresses  of  day-to-day  living 
have  created  a “crisis  response”  to  health  needs.  It  may  be  difficult  to 
encourage  such  individuals  to  use  preventive  health  services  when  there 
is  no  obvious  problem  to  be  treated. 
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2.  Programs  may  incorporate  therapeutic  modalities  that  fit  the  features 
of  the  cultural  group  being  targeted.  For  example,  the  involvement  of 
extended  family  members,  particularly  the  African-American 
grandmother,  in  programs  that  address  the  needs  of  the  AOD-using 
mother  and  her  child  can  be  of  considerable  therapeutic  value. 

3.  Programs  may  extract  elements  from  the  target  culture  and  use  them 
to  modify  conventional  intervention  strategies.  The  physical  environ- 
ment should  reflect  the  cultural  heritage  of  the  target  group.  Positive 
cultural  images  should  be  used  on  printed  materials  and  incorporated 
into  program  activities.  Information  on  cultural  history,  traditions,  and 
beliefs  should  be  integrated  throughout  the  program.  Programs  that 
include  parental  involvement  should  incorporate  strategies  to 
strengthen  positive  ethnic  identity.  For  example,  discussions  about 
traditional  parenting  practices  and  the  historical  reasons  for  these 
might  be  included  in  parenting-education  classes. 

In  the  African-American  culture,  spirituality  and  religion  are  important 
aspects  of  daily  living.  While  spirituality  does  not  necessarily  imply  a connec- 
tion to  organized  religion,  for  African  Americans  the  church  is  often  the  most 
available  resource  for  coping  with  the  multiple  problems  they  face.  Historical- 
ly, the  church  has  been  the  most  influential  institution  in  the  African- 
American  community.  As  a social  force,  the  church  has  exercised  social  control, 
established  organizations  to  help  those  in  need,  fostered  economic  cooperation 
within  the  community,  and  provided  educational  opportunities  (Frazier  1970). 
The  African-American  church  is  frequently  an  untapped  resource  and  is  often 
overlooked  in  the  planning  and  implementation  of  community  programs. 
Many  churches  are  willing  to  sponsor  volunteer  groups  and  benevolent  or- 
ganizations that  could  provide  support  to  the  families  of  FAS  and  other 
drug-exposed  children.  Church-sponsored  activities  might  include  community 
outreach,  instrumental  support  (e.g.,  transportation,  respite  care  for  children 
with  disabilities,  financial  assistance),  volunteer-staffed  support  groups  for 
biological  or  foster  parents  of  AOD-exposed  children,  or  referral  services  for 
families  in  need. 

Conclusion 

The  prevention  and  treatment  of  FAS  and  other  ARBD  should  encompass 
multilevel,  multisystem  strategies.  The  biological  risks  to  the  child  exposed 
to  alcohol  and  other  drugs  in  utero  are  significant.  However,  mediating  factors 
such  as  maternal  lifestyle,  competencies,  and  social  resources  may  also 
influence  the  child’s  development.  The  impact  of  the  larger  social  environment 
should  not  be  discounted.  African-American  and  other  racial/ethnic  children 
are  likely  to  grow  up  in  communities  that  are  victimized  by  crime,  poverty, 
violence,  and  racism.  Environmental  conditions  such  as  these  could  have  a 
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significant  impact  on  any  child;  for  the  biologically  compromised  AOD-exposed 
child,  the  risks  are  multiplied  considerably. 

Community-level  interventions  should  focus  on  both  lay  and  professional 
education  to  improve  early  identification  of  FAS,  ARBD,  and  other  drug- 
exposed  children.  The  earlier  the  diagnosis  is  made,  the  more  likely  it  is  that 
secondary  developmental  deficits  can  be  remediated. 

On  the  individual  level,  applied  research  is  needed  to  develop  and  evaluate 
intervention  strategies  for  AOD-affected  children  and  their  families.  Such 
programs  should  address  the  needs  of  the  caregivers  as  well  as  the  develop- 
mental needs  of  the  affected  child.  Mothers  who  give  birth  to  children  with 
FAS  are  usually  chronic  alcoholics.  Many  will  be  adult  daughters  of  alcoholics, 
with  limited  parenting  skills  as  a result  of  deprivation  in  their  own  childhoods. 
Intervention  programs  for  these  families  should  include  components  that  deal 
with  parental  alcohol  or  other  drug  use  and  recovery  issues  for  parents  who 
must  still  work  through  much  of  the  guilt  attached  to  the  birth  of  an  alcohol 
or  other  drug-affected  child. 

Many  families,  particularly  those  who  reside  in  low-income  areas,  will 
require  additional  instrumental  supports  such  as  transportation  and 
economic  assistance  to  cover  the  costs  of  medical  and  social  services.  Case 
management  and  client  advocacy  may  be  required  to  ensure  that  needed 
services  are  accessible  and  coordinated  for  the  affected  family. 

On  the  grassroots  level,  the  importance  of  community  involvement  cannot 
be  overstated.  As  one  of  the  most  accessible  resources  in  the  African-American 
community,  neighborhood  churches  can  help  to  develop  community-based 
supports  for  African-American  children  with  FAS,  ARBD,  or  other  drug- 
related  problems  and  their  families. 

Prenatal  drug  exposure,  FAS,  and  ARBD  are  now  considered  among  the 
leading  causes  of  mental  retardation  and  birth  defects  in  the  United  States. 
The  tragedy  is  that  they  are  preventable.  Effective  programs  to  prevent  this 
tragedy  must  be  available  in  every  community. 
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Babies  Born  on  Crack  Cocaine:  Maternal 
Drug  Users  Under  Siege 


Malaika  Horne 

The  cocaine  epidemic  of  the  mid-1980s  generated  much  public  debate  about 
how  to  battle  the  illicit-drug  scourge.  One  of  the  most  confounding  issues — 
particularly  in  the  view  of  drug-treatment  specialists — has  been  maternal 
drug  use  and  its  effects  on  the  fetus.  While  the  public  showed  alarm  at  the  fact 
that  mothers  were  endangering  their  infants  by  smoking  such  a powerful  drug 
as  crack  cocaine,  the  road  to  solving  the  problem  has  been  bumpy.  On  the  one 
hand,  the  response  has  been  natural  and  healthy.  On  the  other  hand,  that 
response  has  had  numerous  unfortunate  medical  and  legal  consequences; 
many  mothers  have  been  put  in  legal  jeopardy,  threatened  with  loss  of  child 
custody  and  of  the  opportunity  to  have  a healthy  mother-child  relationship. 

These  matters  deserve  careful  attention  from  policymakers.  Under  conten- 
tion is  the  underlying  assumption  that  illicit-drug  use  by  pregnant  women 
indicates  parental  unfitness. 

Most  illicit-drug-using  mothers  insist  they  meant  no  harm  to  their  babies, 
pleading  ignorance  of  the  effects  of  drug  exposure.  Nonetheless,  it  certainly 
cannot  be  overlooked  that  many  of  these  women  are  addicted  and  have 
essentially  lost  control  of  their  ability  to  abstain  from  using  illicit  drugs. 

It  should  be  noted  that  heavy  illicit-drug  consumption  can  bring  on  ir- 
regular periods,  which  results  in  the  woman  initially  being  unaware  of  the 
pregnancy  (Escamilla-Mondanaro  1974).  After  the  pregnancy  is  recognized, 
the  ability  to  think  rationally  or  ethically  is  usually  severely  hampered: 
“Addicted  women  frequently  become  pregnant  and  although  this  has  not  been 
planned  and  may  create  great  hardships,  they  may  elect  to  carry  through  the 
pregnancy.  Some  workers  have  described  this  as  a symptom  of  the  women’s 
passivity  and  inability  to  act  on  the  world”  (Escamilla-Mondaro  1974). 

Pregnant  addicts  are  not  a monolithic  group.  Some,  for  example,  are  able 
to  stop  using  illicit  drugs  during  pregnancy;  others  may  think  that  a pregnancy 
will  help  them  to  eliminate  their  drug  problem.  Whatever  the  reason,  the  ones 
who  continue  the  pregnancy  and  do  not  stop  using  illicit  drugs  comprise  the 
central  focus  of  this  chapter. 

Legal  Implications  and  Barriers  to  Treatment 

Although  questions  remain  as  to  how  many  drug-exposed  children  will  have 
disabilities  when  they  reach  school  age,  studies  are  showing  that  complica- 
tions begin  almost  immediately  when  a woman  uses  cocaine  while  she  is 
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pregnant.  (Some  school  administrators  say  children  bom  on  crack  cocaine  are 
already  raising  the  numbers  in  special  education.)  Prenatal  problems  include 
premature  separation  of  the  placenta  from  the  womb,  which  causes  hemor- 
rhaging that  threatens  the  lives  of  both  the  mother  and  the  fetus.  Cocaine  use 
can  also  precipitate  a miscarriage  or  premature  delivery.  The  babies  are  often 
bom  shorter  and  weigh  less,  or  they  can  be  mentally  and  emotionally  retarded 
(NCADA 1990). 

These  consequences  must,  however,  be  tempered;  specialists  are  beginning 
to  recognize  that  drug-using  mothers  are  being  overly  influenced  to  believe 
that  their  babies  are  “hopelessly  damaged.”  Murphy  and  Rosenbaum  (1991) 
point  out:  “Their  guilt  and  shame  lead  many  to  continue  using.  If  headlines, 
rather  than  a few  lines  at  the  end  of  an  article,  stated  that  the  effects  of 
crack-cocaine  could  be  reduced,  perhaps  these  women  would  be  inspired  to 
stop  using  the  drug.” 

I 

Most  women  who  are  seen  as  having  prenatal  drug  problems  are  low-  1 
income  women  of  color.  Equally  or  more  important,  the  women  reported  to  be 
the  most  affected  by  HIV  are  also  the  economically  disadvantaged.  Thus,  the  > 
spread  of  AIDS  from  the  mother  to  the  fetus  is  also  a major  concern  (Freiberg  ) 
1991).  I 

Reports  have  revealed  that  10  out  of  every  100  pregnant  women  have  used 
cocaine,  and  15  percent  of  women  of  child-bearing  age  (15  to  44)  are  current 
drug  users.  A 1988  study  showed  that  27  percent  had  smoked  marijuana  and 
18  percent  had  used  cocaine.  Approximately  375,000  infants  are  affected  I 
yearly  (Hoffman  1990;  Lee  1990).  In  Harlem,  more  than  12  percent  of  newly  ' 
delivered  mothers  are  reported  as  regular  users — although  this  is  believed  to  |j 
be  an  underestimate  (Lee  1990).  Drug-treatment  personnel  at  Parent  and 
Child  Enrichment  Program  (PACE),  a program  that  treats  Harlem  residents, 
have  predicted  that  “more  than  2 of  every  100  babies  will  not  live  to  see  their 
first  birthday”  (Lee  1990). 

There  seems  to  be  some  discrepancy  over  the  number  of  cocaine  abusers  in 
this  country.  Hence,  Government  statistics  are  periodically  revised — an  P 
equivocation  that  helps  neither  the  issue  nor  the  problem’s  resolution.  Recent-  ,J 
ly,  the  Bush  administration  nearly  tripled  its  estimate  of  users  to  1.7  million  it 
(Estimate  by  the  U.S.  of  Cocaine  Addicts  Rises  to  1.7  Million,  19916).  Reports 
in  1990  show  that  there  are  34  million  alcohol  users,  18  million  nicotine  users,  t 
and  6 million  illicit-drug  users  in  the  United  States.  While  fetal  alcohol 
syndrome  poses  the  greatest  risk  due  to  the  sheer  number  of  cases,  many  1 
doctors  and  social  workers  are  being  accused  of  “looking  the  other  way”  when 
it  is  revealed  that  pregnant  women  drink  alcohol,  despite  the  undeniable  fact 
that  drinking  while  pregnant  causes  birth  defects  and  other  complications  i 
(Doctors  and  Others  Criticized  Over  Fetal  Alcohol  Problem,  1990a).  One  j 
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wonders  whether  the  hoopla  over  mothers  who  use  crack  cocaine  is  a reaction 
to  the  media’s  inordinate  attention  to  the  problem. 

However,  most  treatment  specialists  also  paint  a rather  dim  picture  of 
cocaine-addicted  mothers,  who  are  more  often  than  not  broke,  drugged,  and 
repeatedly  pregnant.  Escamilla-Mondanoro  (1974)  and  others  describe  these 
women’s  feelings  of  guilt,  hopelessness,  embarrassment,  and  depression, 
coupled  with  ambivalent  and  antisocial  attitudes  and  low  stress  tolerance. 
Some  of  these  women  continue  to  use  illicit  drugs  in  despair  over  losing  their 
children.  Some  use  in  preparation  for  labor.  Except  for  their  drug  use,  there 
is  no  pleasure  in  their  lives. 

I 

i The  addicts’  spouses  or  partners  are  generally  underemployed  or  un- 
employed and  typically  use  illicit  drugs  as  well.  They  seldom  have  means  to 
obtain  child  care.  These  women  also  often  lack  access  to  health  care  and  are 
frequently  turned  away  from  residential  drug-treatment  programs.  Access  to 
detoxification  for  pregnant  women  is  even  more  difficult  because  treatment 
personnel  are  overly  cautious  about  treating  them  for  fear  of  liability  and  lack 
of  obstetrical  services.  As  many  as  87  percent  of  the  pregnant  women  are 
denied  treatment.  Medicaid,  the  Federal-State  health-insurance  program  for 
low-income  individuals,  typically  does  not  pay  the  bills  because  it  views  alcohol 
and  other  drug  abuse  as  a form  of  mental  illness. 

A survey  of  physicians  in  New  York  showed  that  54  percent  of  the  city’s  78 
treatment  programs  refused  to  treat  pregnant  women;  67  percent  refused  to 
treat  women  on  Medicaid,  and  87  percent  had  no  services  available.  Fewer 
than  50  percent  of  the  programs  arrange  or  provide  prenatal  care,  and  only 
two  programs  provide  child  care  (Moss  1990). 

To  some  degree,  the  proverbial  “blame  the  victim”  syndrome  may  be 
overshadowing  many  of  the  social,  economic,  and  political  underpinnings  of 
this  issue.  Because  this  is  a relatively  new  public  problem,  studies  continue 
to  be  warranted  to  confirm  many  of  the  observations  about  the  effect  of 
illicit-drug  use  on  children.  It  may  still  be  too  early  to  ascribe  all  these 
children’s  problems  to  prenatal  drug  exposure;  other  factors,  such  as  death  in 
the  family,  homelessness,  poverty,  malnutrition,  and  other  dysfunctional 
lifestyle  patterns  could  also  be  at  fault  (Murphy  and  Rosenbaum  1991).  In  fact, 
“Before  we  label  a generation  of  inner-city  kindergarteners  as  crack-cocaine 
! babies,  many  of  whom  have  never  been  exposed  to  crack-cocaine,  perhaps  we 
I ought  to  call  them  what  they  truly  are — poverty  babies”  (Murphy  and  Rosen- 
| baum  1991). 

j Recently,  the  March  of  Dimes  announced  that  it  will  be  conducting  the  first 
statewide  study  in  Georgia  to  discern  the  incidence  and  prevalence  of  drug 
exposure  in  infants.  All  of  Georgia’s  newborns  will  be  examined  for  evidence 
of  cocaine  use,  the  extent  the  drug  is  used  by  mothers,  and  how  to  reach  them. 
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The  study  will  later  explore  the  rate  of  nicotine  and  marijuana  use  among  the 
mothers  (Georgia  to  Study  Cocaine  in  Newborn  Child  1991c).  More  research 
of  this  kind  could  shed  needed  light  on  the  problem. 

As  matters  now  stand,  unless  the  Government  and  the  private  sector  begin 
to  act  more  quickly,  these  babies  could  well  be  written  off  before  they  have  a 
chance  at  life.  Health  costs  are  increasing,  and  the  problems  of  drug-exposed 
babies  are  not  easily  treatable.  Expenditures  in  California  are  $178  million 
annually  for  the  care  of  these  babies;  Maryland  spends  $121  million;  and,  “By 
one  estimate  medical  treatment  and  foster  care  in  the  first  five  years  would 
total  $500  million  for  just  9,000  drug-damaged  babies  bom  in  1989.  The  cost 
of  special  education  to  prepare  them  for  school  triples  the  amount,  to 
$1.5  billion”  (How  to  Protect  Babies  From  Crack  199  lc().  The  costs  of  treating 
the  problem  notwithstanding,  most  treatment  specialists  contend  that  it  is 
worth  solving. 

Contrary  to  common  perception,  the  problem  is  not  new  because  illicit-drug 
use  among  women  is  not  new.  Most  female  narcotics  users  were  rural  White 
women  during  the  19th  century  and  just  prior  to  the  ban  of  narcotics  and 
cocaine  by  the  Harrison  Narcotics  Act  of  1914.  Brecher  (1972)  reported  an 
1878  Michigan  survey  that  showed  61.2  percent  of  the  1,313  acknowledged 
drug  users  were  female.  A Chicago  study  of  the  same  era  revealed  that  women 
were  three  times  as  likely  to  use  narcotics  (“eat  opium”)  as  men. 

The  major  difference  between  then  and  now  is  the  change  in  perception  of 
women’s  illicit-drug  use:  the  problem  has  moved  from  a private  deviance  to  a 
public-policy  issue;  the  current  cocaine  epidemic  has  pushed  the  issue  to 
center  stage;  and  the  typical  female  abuser  has  changed  from  White  to  African 
American. 

Nowadays  there  is  also  a dichotomy  in  defining  the  problem  of  drug-exposed 
babies:  are  they  a treatment  problem  or  a legal  problem?  Moss  (1990)  opined 
that  “if  state  intervention  is  upheld  in  this  context,  [the]  right  to  bodily 
integrity  of  all  women,  even  those  not  engaging  in  illegal  behavior,”  is  at  stake. 

Because  there  is  a danger  to  the  fetus,  the  legal  onslaught  seems  to  be 
viewed  as  necessary.  Public  debate  centers  on  the  right  of  the  fetus  versus  the 
right  of  the  mother,  but  Moss  contends  they  do  not  have  to  be  at  odds.  A 
civil-liberties  dispute,  the  issue  primarily  involves  whether  legal  authorities 
can  curtail  the  liberties  of  compulsive  illicit-drug  users.  This  power,  rightly 
exercised,  is  based  on  the  user’s  being  a danger  to  herself  or  to  others.  The 
aim  is  first  to  rehabilitate  the  individual  and  second  to  protect  society. 

Feminists  and  civil  libertarians  argue  that  prosecuting  women  for  what  is 
in  essence  their  conduct  during  pregnancy  abrogates  constitutional  rights  to 
privacy  and  turns  pregnant  illicit-drug  users  into  second-class  citizens, 
deprived  of  equal  protection.  They  also  invoke  the  “slippery  slope”  argument — 
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! if  the  line  isn’t  drawn  at  illicit-drug  abuse,  will  prosecutors  go  after  pregnant 
| women  for  drinking  alcohol,  smoking,  or  even  taking  aspirin  (Hoffman  1990)? 

The  origin  of  these  cases  reportedly  began  in  1985,  when  a White  woman, 
Pamela  Stewart,  was  criminally  charged  in  the  San  Diego  Municipal  Court 
with  failing  to  follow  her  obstetrician’s  instruction.  Stewart  had  used  illicit 
I drugs  prior  to  the  birth  of  her  severely  brain-damaged  son,  who  died  ap- 
proximately 6 weeks  later.  The  prosecution  also  emphasized  other  aspects  of 
what  they  termed  her  “prenatal  misbehavior.”  The  case  was  dismissed  in  1987. 

From  1987  to  1990,  19  States  and  the  District  of  Columbia  brought  more 
than  50  criminal  cases.  An  African-American  woman,  Jennifer  Johnson  of 
i Florida,  made  history  as  the  first  woman  to  be  convicted  of  making  an 
illicit-drug  delivery  to  her  fetus.  She  was  sentenced  to  14  years’  probation.  At 
the  Muskegon  General  Hospital  in  Michigan,  officials  reported  Kimberly 
Hardy,  an  African-American  woman,  as  giving  birth  to  a baby  testing  positive 
for  cocaine  metabolite.  Hardy  was  also  charged  with  illicit-drug  delivery  and 
! second-degree  child  abuse;  the  case  was  thrown  out  on  appeal.  A Kentucky 
j woman  was  sentenced  to  5 years  in  prison  and  charged  with  assault  with  a 
i deadly  weapon  (Hoffman  1990).  A social  worker  at  a State-run  social-service 
i agency  recently  noted  that  social  workers  and  doctors  were  mandated  to  report 
illicit-drug-using  women  to  legal  authorities  as  child  abusers,  terming  it 
interuterine  abuse. 

J Criminal  sanctions  in  these  and  similar  cases  have  included  supervised 
I probation,  incarceration,  treatment,  and  loss  of  child  custody.  The  objective  of 
jthe  controversial  tactics,  applied  frequently  in  Florida,  Georgia,  South 
i Carolina,  and  Massachusetts,  was  to  protect  children,  not  criminalize 
mothers,  prosecutors  argued  (Hoffman  1990).  Yet  some  of  the  same  penalties 
used  against  illicit-drug  dealers  who  delivered  drugs  weighing  more  than  50 
grams  were  applied  to  these  women. 

j There  is  scant  research  on  the  therapeutic  efficacy  of  legal  coercion  (Mad- 
dux 1988).  Findings  thus  far,  however,  show  minimal  significant  difference 
between  long-term  legal  coercion  and  “social  and  pharmacological”  pressure. 

J In  discussing  compulsory  treatment,  Maddux  reported  that  some  users  were 
' able  to  stop  due  to  fear  of  incarceration.  Motivation  and  time,  however,  vary 
with  each  individual;  therefore,  it  is  difficult  to  judge  how  different  people  will 
I respond  to  different  treatment  of  varying  lengths.  “The  criminal  conviction 
itself  provides  strong  coercion,”  Maddux  said,  also  asserting  that  there  are 
limitations  to  civil  commitment:  it  cannot  make  up  for  “deficits  in  service,” 
and  although  it  can  bring  individuals  into  treatment,  it  cannot  make  them 
participate. 

At  this  point,  it  seems  that  some  physicians  and  lawyers  are  bypassing 
treatment  specialists.  Local  jurisdictions  require  only  a positive  drug  screen 
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to  take  custody  of  infants  and  children.  Physicians,  in  many  instances,  say 
they  have  attempted  to  pressure  their  illicit-drug-using  patients  into  treat- 
ment, but  to  no  avail.  In  many  more  cases,  it  appears  that  these  women 
voluntarily  sought  treatment  but  were  turned  away.  Apparently,  in  desperate 
moves  to  protect  these  babies,  physicians  turned  these  mothers  in  to  legal 
authorities.  In  many  jurisdictions  they  are  mandated  to  do  so. 

Many  States  currently  have  involuntary-commitment  statutes  that  could 
order  illicit-drug  users  into  treatment  programs,  the  justification  being  that 
the  users  cause  harm  to  themselves  or  to  others.  It  appears,  however,  that 
physicians  and  prosecutors  are  not  using  these  civil  statutes  as  an  option. 

In  part,  this  is  due  to  a swing  toward  viewing  pregnant  illicit-drug  users  as 
not  only  addicted  but  criminal.  This  view  has  led  to  an  increase  in  prosecutions 
with  a de-emphasis  on  women  first  undergoing  treatment.  In  many  instances, 
their  children  are  taken  into  custody  and  put  into  foster  homes.  Many 
opponents  of  this  controversial  tactic  believe  that  children  would  rather 
remain  with  their  mothers,  even  though  they  do  not  always  fit  the  apple-pie- 
baking image  society  prefers. 

If  these  mothers  are  to  be  rehabilitated,  the  media,  the  legal  system,  and 
the  health-care  system  must  come  out  in  favor  of  treatment.  None  of  these 
systems  should  be  at  odds  or  alienated  from  each  other;  rather,  they  should 
be  unified  around  one  goal — to  help  these  women  become  healthier  so  they 
can  be  reunited  with  their  families. 

Partners  for  a Drug  Free  America,  along  with  four  major  television  net- 
works (ABC,  NBC,  CBS,  and  CNN),  agreed  in  1986  to  mount  a drug  preven- 
tion/education campaign  to  the  tune  of  $1.5  billion  for  the  first  3 years.  These 
antidrug  commercials  have  proved  to  be  very  effective.  However,  neither  this 
campaign  nor  any  other  has  focused  on  pregnant  women.  A similar  type  of 
campaign,  at  all  levels  (local,  State,  and  Federal),  showing  women  of  various 
ethnic  and  income  backgrounds  would  be  particularly  useful. 

It  would  also  be  useful  if  the  media  stopped  stereotyping  maternal  illicit- 
drug  users  as  only  African-American.  Portraying  only  one  type  of  maternal 
user  is  a disservice  to  the  many  users  who  do  not  fit  that  description.  White 
women  who  use  illicit  drugs  remain  largely  hidden,  protected,  and  in  many 
cases  untreated,  while  the  stereotypical  users  are  hounded  and  harassed. 

In  the  opinion  of  many  treatment  specialists,  the  expanded  view  of  deliver- 
ing illicit  drugs  by  way  of  the  umbilical  cord  is  specious  and  must  be 
reexamined  for  its  validity  and  efficacy.  Federal  and  State  laws  ought  to  be 
strengthened  so  that  women  accused  of  this  will  have  treatment  options  before 
legal  coercion. 
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Physicians  and  other  health-care  providers  should  emphasize  constructive 
and  positive  approaches  to  maternal  drug  users,  such  as  treatment — including 
involuntary  commitment.  More  important,  there  is  a dearth  of  programs  for 
women,  particularly  those  that  provide  obstetrical  services.  As  mentioned, 
Medicaid  and  Medicare  generally  do  not  cover  treatment  for  pregnant  illicit- 
drug  users.  Until  changes  are  made  to  increase  funding  for  programs  for  these 
women,  it  is  virtually  moot  to  discuss  treatment  protocols. 

Treatment  Protocols 

Treatment  protocols  represent  plans  to  devise  logical  and  coherent 
regimens  for  effective  rehabilitation.  Protocols  include  guidelines  for  useful 
actions  in  field  operations — for  example,  what  is  to  be  done,  how  it  is  to  be 
done,  what  organizational  outputs  are  expected,  and  what  the  specific, 
measurable  objectives  are. 

Two  matters  are  especially  salient  in  constructing  treatment  protocols:  the 
right  to  confidentiality  and  strengthening  the  role  of  the  family.  Regarding 
confidentiality,  women  should  be  informed  that  they  have  a right  to  privacy 
about  their  illicit-drug  use.  Statutes  should  be  amended  so  that  physicians 
can  seek  alternatives  to  criminalizing  these  users.  Currently,  doctors  ask 
clients  to  sign  a general  release  of  information  and  report  any  positive 
illicit-drug  result  under  this  release.  In  many  instances,  this  report  (and 
subsequent  prosecution)  is  based  on  only  one  positive  illicit-drug  screen. 

Family  relations  are  also  paramount,  as  two  of  the  biggest  concerns  of 
women  are  children  and  men  (Home  1987).  This  compelling  interest  can  be 
the  linchpin  in  motivating  illicit-drug-using  women  to  establish  a healthier, 
drug-free  lifestyle.  For  example,  men,  who  seem  to  be  less  codependent  in 
behavior  than  women,  could  be  important  allies  in  influencing  women  to 
undergo  treatment.  Likewise,  grandmothers  who  rear  grandchildren  for  their 
addicted  daughters  can  be  instrumental  in  this  regard.  Thus,  family  therapy 
is  very  important. 

Linkages  with  agencies  that  crosscut  other  aspects  of  these  women’s  lives 
should  be  made  by  treatment  personnel — for  example,  with  family-planning, 
health-care,  child-care,  and  vocational/educational  programs.  Many  of  these 
women  engage  in  high-risk  sexual  behavior,  and  many  of  their  pregnancies 
are  unplanned.  In  addition,  their  addictions  often  result  in  persistent  dysfunc- 
tional behavior.  Family-planning  agencies  and  health-care  organizations, 
including  public  health-care  nurses,  have  important  roles  to  play  in  identify- 
ing these  users  and  referring  them  to  treatment.  These  networks  could  be 
further  strengthened  by  strong  communication  among  agencies  to  ensure  that 
these  women  are  undergoing  treatment  as  planned. 
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Because  recent  reports  are  showing  that  African-American  women  have 
alarming  and  increasing  rates  of  HIV  and  AIDS,  education/prevention 
programs  about  the  virus  are  vital  to  health-care  promotion.  This  component 
also  fits  into  the  connection  between  illicit  drugs  and  sex,  for  drug  use, 
particularly  that  of  cocaine,  brings  on  pathological  behavior  such  as  risky 
sexual  activities. 

Special  attention  also  should  be  paid  to  the  new  poor,  usually  middle-class 
White  women  who  are  single  parents,  older  women  living  on  subsistence,  and 
middle-class  African-American  women  who  have  fallen  on  hard  times.  With 
the  strains  and  pressures  of  providing  for  a family  as  well  as  holding  down  a 
job,  it  becomes  virtually  impossible  to  make  ends  meet  when  huge  sums  of 
money  are  going  for  illicit  drugs. 

A recent  interview  with  a 35-year-old,  middle-class  African-American 
woman  with  a 5-year  history  of  cocaine  use  points  up  this  situation.  She  said 
she  became  addicted  to  crack  cocaine  when  she  started  using  it  to  overcome 
fatigue  from  working  two  full-time  jobs  as  a bank  teller  and  as  a clerk.  She 
was  also  trying  to  renovate  a house  she  owned.  She  has  a 7-year-old  son  and 
last  year  gave  birth  to  a daughter.  She  admitted  to  smoking  cocaine  during 
her  pregnancy  until  her  8th  month,  but  claims  her  daughter  had  no 
complications. 

Unfortunately,  she  lost  both  of  her  jobs  and  ended  up  on  1-year  probation 
after  her  first  arrest  and  conviction  for  hindrance  of  a prosecution.  She  had 
been  arrested  when  a cocaine  dealer  she  had  known  for  a month  called  and 
asked  for  a ride.  She  picked  him  up  not  knowing  that  the  man  had  just  shot 
someone.  The  victim  died  about  a month  later.  She  was  therefore  implicated. 
Her  probation  officer  questioned  her  about  illicit-drug  use,  which  she  ad- 
mitted, and  she  was  referred  to  treatment.  The  woman  is  now  applying  for 
welfare.  She  has  been  unemployed  for  more  than  a year  and  is  struggling 
financially — but  she  now  appears  to  be  drug-free. 

Treatment  for  illicit-drug-using  women  should  include  psychotherapy,  in- 
dividually and  in  groups,  on  their  feelings  of  guilt,  hopelessness,  and  depres- 
sion. Women’s  groups  are  particularly  useful  in  helping  women  open  up  and 
see  that  they  are  not  alone.  Their  unstable  motivation,  sociopathology,  and 
low  stress  tolerance  also  must  be  explored  and  treated,  and  their  relations 
with  their  families  must  be  mended. 

Because  illicit-drug  use  has  interfered  with  their  social  functioning,  these 
women  need  an  understanding  of  pharmacology  and  addiction.  While  some 
specialists  view  these  women  as  passive  with  feelings  of  powerlessness,  others 
view  them  as  overly  aggressive,  particularly  about  what  they  see  as  valuable. 
These  women  most  likely  require  assertiveness  training  and  education  on  $ 
traditional  values.  They  tend  to  be  alienated  from  society  and  lack  appropriate  j 
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social  skills  to  negotiate  their  environment.  Values  education  would  help  them 
to  have  a different,  more  positive  view  of  the  world. 

As  one  might  imagine,  the  lists  of  problems  to  address  in  designing  treat- 
ment protocols  can  be  quite  extensive,  and  one  can  do  only  so  much.  It  is 
i important  to  keep  in  mind  that  each  of  these  women  is  unique,  with  her  own 
personality,  upbringing,  and  geographical  background.  What  works  for  a 
maternal  drug  user  in  New  York  City  might  not  work  in  a small  Mississippi 
town,  so  it  is  important  to  understand  the  idiomatic  drug  subculture  that  these 
women  subscribe  to.  Moreover,  understanding  their  culture  of  choice  affords 
insight  into  how  they  act,  think,  and  feel. 

After  the  overall  treatment  protocol  is  devised,  doable  and  measurable  goals 
| and  objectives  must  also  be  developed.  It  should  be  stressed  that  these  goals 
and  objectives  must  be  feasible  and  behavior-specific.  The  client  must  also  be 
able  to  reach  the  goal  without  undue  stress  and  strain.  The  more  these  women 
begin  to  practice  taking  small,  positive  steps  toward  actively  controlling  their 
lives,  the  more  they  will  begin  to  attain  many  of  their  goals.  Practice  thus 
becomes  the  order  of  the  day. 

Goals  and  objectives  could  include  the  following: 

• Resist  the  urge  to  use  illicit  drugs.  Identify  the  drug  urge,  avoid 
negative  environments,  and  practice  positive  alternatives  to  illicit-drug 
use. 

• Identify  negative  associates  in  the  drug  subculture  and  avoid  them. 

• Develop  at  least  one  positive  relationship  and  maintain  it. 

• Improve  family  relations.  Develop  at  least  three  ways  to  minimize 
family  conflict  and  act  on  them. 

• Develop  at  least  three  ways  to  decrease  family  violence,  child 
neglect/abuse,  and/or  lack  of  cohesion,  and  act  on  these. 

• Obtain  employment.  Complete  three  job  applications  daily. 

• List  at  least  three  occupational  demands  and  pressures  and  work  on 
improving  them. 

* • Improve  self-image.  Improve  personal  self-care,  iron  clothes,  fix  hair, 

and  take  care  of  hygiene  and  skin  daily. 

• List  three  positive  traits  and  develop  ways  to  enhance  them.  (NASCO 
1988) 

The  problems  of  women  who  abuse  illicit  drugs  result  from  a complex 
interplay  of  diverse  variables  affecting  the  individual.  Treatment  cannot 
possibly  deal  with  all  of  these  complexities.  Some  are  systemic  and 
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structural — for  example,  race,  gender,  and  class  biases  have  contributed  to  an 
almost  permanent  underclass  of  women  and  children.  Pregnant  illicit-drug 
users  face  a more  difficult  dilemma,  particularly  in  light  of  the  medical  and 
current  legal  ramifications.  But  treatment  can  begin  to  address  the  more 
urgent  needs  of  these  women,  particularly  their  addiction  problems,  health 
care,  and  relationships  with  their  children. 

Socioeconomic  trends  have  virtually  left  these  women  behind.  At  the  same 
time,  they  are  ridiculed  and  chastised  for  being  poor  mothers.  The  pressures 
to  be  a good  mother,  compounded  by  rapidly  changing  and  complex  societal 
conditions,  may  actually  contribute  to  their  problems.  As  Caplan  (1986)  puts 
it:  “The  whole  mother  business  needs  radical  reexamination.” 
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African-American  Women  and  Drug-Related 
HIV  Infection  and  AIDS 


Andrea  Barthwell,  M.D. 

! HIV  infection  and  AIDS  dominate  the  public-health  scene  today.  Preven- 
tion and  health  education  have  always  held  the  most  promise  as  control 
(strategies  and  continue  to  do  so  even  in  the  face  of  new  advances  that  allow 
us  to  view  AIDS  as  a chronic  disease  that  may  not  be  universally  life-threaten- 
; ling.  With  that  in  mind,  people  actually  living  with  HIV  infection  or  AIDS  will 
be  a powerful  tool  in  educating  others  about  high-risk  behaviors. 

This  paper  looks  at  African-American  women  with  drug-related  HIV  infec- 
tion and  AIDS.  Although  intravenous  (IV)  drug  use  has  contributed  greatly  to 
the  disproportionate  spread  of  HIV  infection  among  Hispanics  as  well  as 
] African  Americans,  the  focus  here  is  only  on  the  latter.  Similarly,  by  focusing 
on  women  who  contract  the  human  immunodeficiency  virus  through  cir- 
cumstances related  to  drug  use,  this  author  does  not  mean  to  imply  that  other 
ways  of  acquiring  HIV  infection  are  not  serious  among  African  Americans. 

Current  Incidence  Rates 

HIV-induced  immunosuppression  results  in  a host  defense  defect  that 
renders  the  body  highly  susceptible  to  opportunistic  infections  and  neoplasms. 
The  defect  appears  to  be  progressive  and  irreversible  and  has  a high  mortality 
rate  (Fauci  1988).  Since  1981,  164,000  cases  of  AIDS  have  been  diagnosed, 
with  about  3,000  of  those  occurring  in  children  aged  13  and  younger.  AIDS  is, 
in  fact,  largely  a disease  of  young  people;  90  percent  of  cases  occur  in  people 
between  the  ages  of  20  and  49  years.  African  Americans  and  Hispanics  are 
disproportionately  represented,  accounting  for  approximately  40  percent  of 
the  total  cases  reported  to  date  (see  Table  1).  There  are  regional  differences 
as  well;  the  relative  risk  for  African  Americans  and  Hispanics  has  been 
calculated  at  2 to  10  times  higher  in  the  Northeast  due  to  the  concentration 
of  AIDS  related  to  intravenous  drug  use  (Selik  and  Rogers  1987). 

Cases  in  all  transmission  categories  can  be  found  in  non-Hispanic  Whites, 
African  Americans,  and  Hispanics.  Where  IV  drug  use  is  a factor  in  transmis- 
sion of  the  virus,  however,  it  contributes  to  only  6 percent  of  the  cases  in 
i non-Hispanic  Whites,  but  to  35  percent  of  the  cases  among  African  Americans 
! and  35  percent  of  the  Hispanic  cases  (Brown  and  Primm  1989).  In  other  words, 
'AIDS  cases  among  African  American  and  Hispanic  populations  are  more 
I likely  to  be  associated  with  intravenous  (IV)  drug  use  or  heterosexual  contact 
than  those  among  non-Hispanic  Whites.  Moreover,  those  heterosexual  con- 
tacts are  often  among  injecting  drug  users  (Guinan  and  Hardy  1987).  This 
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Table  1.  Representation  of  African  Americans  and  non-Hispanic 
Whites  with  AIDS 


Percent  of  General 
Population 

Percent  of  AIDS  cases 

Non-Hispanic  Whites 

80 

60 

Females  (%  of  females) 

77 

30 

Children  (%  of  children) 

73 

25 

African  Americans 

11 

27 

Males 

10 

25 

Females 

11 

54 

Children 

14 

55 

Sources:  Centers  for  Disease  Control  (CDC)  1986;  U.S.  Bureau  of  the  Census  1980. 


excludes  pediatric  cases  where  the  transmission  is  assumed  to  be  perinatal  in 
most  cases,  with  the  mother  the  source  of  the  infection  due  to  either  her  IV  ; 
drug  use  or  having  sex  with  an  IV  drug  user. 

Of  cases  reported  between  February  1985  and  January7 1990,  51  percent  of 
women  diagnosed  were  IV  drug  users,  and  another  21  percent  were  sexual  J 
partners  of  IV  drug  users.  Thus,  72  percent  of  women  diagnosed  with  AIDS  l 
during  the  period  fell  into  the  transmission  category  of  involvement  with  IV 
drug  use  (CDC  1991). 

One  review  reports  that  77  percent  of  pediatric  AIDS  cases  were  acquired  i 
perinatally.  The  same  report  said  that  more  than  70  percent  of  these  perina-  ; 
tally  acquired  AIDS  cases  were  related  to  IV  drug  abuse  in  the  child’s  mother 
or  her  sexual  partner  (Curran  et  al.  1988). 

These  statistics  prove  that  IV  drug  use  contributes  substantially  to  the  , 
AIDS  epidemic  among  African-American  women.  The  numbers  reflect  nation- 
al  trends,  so  it  cannot  be  assumed  that  the  same  patterns  hold  in  all  regions 
of  the  country  because  the  distribution  of  AIDS  by  transmission  category 
differs  significantly  across  different  geographic  locations.  In  areas  with  a 
significant  drug-using  population,  however,  there  is  a significant  risk  of 
contracting  HIV  through  heterosexual  contact  with  a drug  user,  through  IV  , 
drug  use,  or  both. 

Cofactors  Among  African-American  Women 

HIV  may  be  found  in  any  body  fluid  that  contains  white  blood  cells.  The 
virus  is  most  prevalent  in  semen  and  blood,  although  it  has  also  been  isolated 
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in  plasma,  tears,  saliva,  and  cerebrospinal  fluid.  HIV  may  also  be  present  in 
vaginal  secretions,  urine,  and  bone  marrow. 


Isolation  of  the  virus  alone  does  not  indicate  its  transmissibility. 
! Epidemiologic  studies  suggest  the  key  to  transmission  lies  in  the  size  of  the 
j inoculum  and  the  directness  of  the  transmission.  For  example,  an  intravenous 
infusion  of  HIV  would  be  much  more  likely  to  cause  HIV  infection  in  the 
: recipient  than  would  a very  indirect  transmission  such  as  a splash  of  con- 
taminated blood  on  intact  skin  (Mosley  1987).  The  more  often  IV  drug  users 
I inject,  the  more  likely  it  is  that  they  will  be  exposed  to  the  virus. 


Not  only  is  intravenous  drug  use  associated  with  an  increased  prevalence 
I of  AIDS  in  the  African-American  community,  it  is  also  associated  with  in- 
i creased  AIDS-related  morbidity  and  mortality  (Rothenberg  et  al.  1987).  A 
i question  to  consider  when  looking  at  this  increased  morbidity  and  mortality 
' among  injecting  drug  users  in  general,  and  African  Americans  in  particular, 

1 is  whether  the  health  status  of  African  Americans,  the  health  status  of 
intravenous  drug  users,  or  the  health  status  of  African-American  women  who 
become  pregnant  and  contract  HIV  have  any  effect  on  the  natural  history  of 
HIV  infection. 


1 There  is  evidence  that  the  HIV  genome  contains  at  least  one  gene  that  is 
important  in  making  the  virus  replicate  itself  (Fauci  1988).  Activation  of  the 
genome  may  be  influenced  by  cofactors  in  African-American  women  that  could 
account  for  the  variable  incubation  period  of  HIV  infection  or  the  rate  of 
progression  from  HIV  infection  to  AIDS.  Those  cofactors  may  include  the 
women’s  health  status,  their  poverty,  the  timing  and  completeness  of  medical 
intervention  in  their  cases,  and  their  continued  exposure  to  other  viral 
pathogens.  Alcohol  or  other  drug  dependency  can  increase  a woman’s  risk- 
taking behavior,  give  her  a sense  of  overt  hopelessness,  impair  her  ability  to 
determine  her  actions,  distance  her  from  those  actions,  and  impair  her 
judgment.  Among  AOD  abusers,  the  cycle  of  intoxication  and  withdrawal  may 
also  mask  early  symptoms  of  HIV  infection,  interfering  with  the  woman’s 
awareness  that  she  is  sick  and  thus  delaying  the  start  of  medical  care. 

African-American  Women  With  AIDS 

An  effective  strategy  for  reducing  HIV  infection  among  African-American 
women  who  abuse  alcohol  or  other  drugs  requires  three  things:  educating 
those  who  are  not  infected  by  reaching  out  to  patients  in  treatment  and  their 
sexual  partners;  exerting  the  therapeutic  influence  on  patients  to  prevent 
those  who  are  currently  seropositive  from  spreading  HIV  to  others;  and 
providing  psychosocial  and  medical  support  to  those  who  are  living  with  HIV 
infection. 
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In  putting  together  an  effective  program  to  meet  those  three  goals,  we  must 
recognize  that  the  African-American  community  is  not  monolithic;  in  fact,  it 
is  quite  diverse  even  within  those  African-American  populations  most  at  risk 
for  HIV  infection.  Considering  just  those  who  already  have  drug-related  HIV 
infection,  we  still  must  break  them  into  groups: 

• Primary  drug  users,  whether  they  use  IV  drugs  or  others  such  as  alcohol 
and  cocaine; 

• Sexual  partners  of  drug  users  or  of  men  who  have  sex  with  men; 

• Women  who  sell  sex  as  prostitutes  or  who  exchange  sex  for  drugs  or  for 
money  for  drugs. 

In  addition  to  these  differences,  it  is  important  to  remember  that  African- 
American  women  with  drug-related  HIV  infection  or  AIDS  may  or  may  not 
have  children  and  may  come  from  any  one  of  a number  of  different  subcultures 
within  the  African-American  culture.  These  subcultures  vary  by  country  of 
origin,  language,  social  class,  urban  or  rural  environment,  location  within  the 
United  States,  and  recency  of  immigration  to  that  area. 

Primary  Drug  Users 

Some  African-American  women  with  drug-related  HIV  infection  or  AIDS 
are  primary  IV  drug  users,  injecting  either  heroin  or  a combination  of  heroin 
and  cocaine  (primary  cocaine  injectors  are  rare  unless  they  also  have  had 
experience  injecting  another  drug,  usually  heroin).  Clearly,  these  women 
should  be  offered  a continuum  of  services,  including  outreach  and  primary 
prevention  through  educational  messages  aimed  at  risk  reduction.  These 
messages  could  include  stressing  the  importance  of  cleaning  needles,  teaching 
women  not  to  share  needles,  or  in  some  instances,  providing  needles. 

Some  women  find  it  hard  to  access  their  veins;  some  pay  people  to  inject 
them  or  inject  as  part  of  a ritual  with  their  sexual  partner.  In  these  cases, 
needle  sharing  is  the  norm  and  likely  will  not  stop  until  drug  use  does.  These 
women  in  particular,  being  most  at  risk  for  HIV  infection,  must  be  offered 
effective  treatment  that  is  easy  for  them  to  get.  Programs  need  to  limit  those 
barriers  that  traditionally  limit  a woman’s  access  to  them,  making  service 
hours  flexible  and  providing  transportation  and  child  care  either  on-site  or 
through  referral  arrangements. 

Any  woman  entering  drug  treatment  should  undergo  a complete  physical 
examination  to  screen  for  infectious  diseases  and  other  conditions  including 
hepatitis,  tuberculosis,  sexually  transmitted  diseases,  measles,  pediculosis, 
HIV,  other  primary  and  secondary  diseases  associated  with  drug  use,  and 
pregnancy.  These  examinations  could  be  provided  either  by  the  drug- 
treatment  program  or  through  referral  to  community-based  providers 
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knowledgeable  about  drug  use.  African-American  women  who  do  not  inject 
drugs  may  still  find  themselves  at  risk  for  HIV  through  their  use  of  cocaine 
in  multi-partner  sexual  marathons  or  through  exchanging  sex  for  drugs. 
Clearly,  providing  treatment  to  these  women  would  inhibit  their  exposure  to 
HIV  by  discouraging  these  risky  behaviors. 

Quite  often,  women  who  inject  drugs  have  another  IV  drug  user  as  a 
partner.  In  many  instances,  the  woman  may  have  supported  the  couple’s  drug 
habit  in  part  by  exchanging  sex  for  drugs,  or  “informal  prostitution.”  Having 
these  women  enter  treatment  alone,  without  providing  care  to  the  drug-using 
partner,  will  more  often  than  not  result  in  the  woman’s  stopping  treatment 
prematurely.  Often,  the  woman  leaves  treatment  against  medical  advice  at 
the  encouragement  of  the  drug-using  partner  who  finds  himself  cut  off  from 
one  source  of  drugs.  If  the  partner  does  not  encourage  premature  termination, 
often  the  woman  will  continue  to  use  with  her  partner  and  be  “discovered”  by 
drug-treatment  personnel.  These  discoveries  usually  end  in  the  woman’s 
termination  by  the  clinic  due  to  refractory  behavior.  Programs  must  em- 
phasize the  need  to  attract  both  drug-using  partners  into  treatment  and  to 
provide  comprehensive  care  to  the  couple,  both  individually  and  together,  if 
the  drug-using  woman  is  to  be  treated  successfully. 

Sexual  Partners 

African-American  women  who  are  sexual  partners  of  AOD  users  but  who 
do  not  themselves  use  alcohol  or  other  drugs  see  themselves  differently  from 
women  who  inject  drugs.  Quite  often,  the  non-drug-using  woman  in  a partner- 
ship will  be  quite  motivated  to  get  help  for  her  drug-using  partner  if  the 
opportunity  presents  itself.  Drug-treatment  programs  limited  by  staff  and 
resource  shortages  to  providing  treatment  only  to  the  identified  patient  will 
find  that  they  miss  opportunities  to  intervene  effectively  in  reducing  the 
non-drug-using  partner’s  risk  of  HIV  infection. 

It  is  not  uncommon  for  a man  participating  in  a methadone  program  or 
some  other  form  of  drug  treatment  not  to  tell  to  his  sexual  partner  that  he  is 
in  treatment.  Drug-treatment  professionals  should,  therefore,  exert  whatever 
influence  they  have  with  their  identified  patients  to  include  their  sexual 
partners  in  treatment.  Emphasis  should  be  placed  on  educating  and  meeting 
the  needs  of  the  woman  as  a primary  motivation  for  bringing  her  into 
treatment.  It  should  be  made  clear  that  the  woman  will  not  be  pumped  for 
information  about  the  man’s  drug-using  behavior.  If  the  resources  are  avail- 
able, educational  programs  for  the  non-drug-using  partners  of  drug  users 
should  be  kept  separate  from  programs  aimed  at  drug-using  partners  of  IV 
drug  users. 

Men  who  use  illicit  drugs  frequently  have  a number  of  arrests,  and  some  of 
those  arrests  result  in  incarceration.  Prisons  have  an  unusually  high 
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concentration  of  IV  drug  users;  various  surveys  have  reported  pre-incarcera- 
tion intravenous  drug  use  among  between  27  and  41  percent  of  prison  inmates 
(Anda  et  al.  1985;  Decker  et  al.  1984;  Hull  et  al.  1985).  Data  suggest  that  the 
history  of  intravenous  drug  use  is  probably  the  single  most  important  risk 
factor  for  contracting  HIV  in  prison,  given  that  male-on-male  sexual  activity 
and  intravenous  drug  use  are  practiced  by  a large  proportion  of  inmates. 
Because  incarcerated  men  have  an  increased  incidence  of  sex  with  other  men, 
in  what  they  would  term  non-homosexual  relationships,  their  non-drug-using 
partners  are  at  risk  of  contracting  the  HIV  infection  through  heterosexual 
transmission  with  a man  who  has  engaged  in  male-male  intercourse.  These 
women  may  not  be  identifiable  as  drug  users  themselves,  or  as  sexual  partners 
of  drug  users,  if  their  mate  does  not  demonstrate  chronic  patterns  of  drug  use. 
These  women  would,  therefore,  have  needs  separate  and  distinct  from  those 
of  women  in  the  various  drug-use  categories.  Many  prisons  have  family 
visitation  days,  which  would  be  a good  time  to  make  HIV  education  available 
to  those  people  who  may  unknowingly  be  at  risk. 

Women  Who  Sell  Sex 

According  to  Gloria  Lockett  (1990), 

Prostitutes  have  been  blamed  for  heterosexual  transmission 
of  AIDS  . . . [but]  sex  work  does  not  appear  to  be  a major  risk 
factor  for  HIV  infection.  Most  of  the  prostitutes  who  have 
become  infected  with  the  AIDS  virus  have  either  been  in- 
travenous drug  users  or  lovers  of  IV  drug  users. 

Other  researchers  support  this  position.  Given  that  African-American 
women  who  engage  in  prostitution  to  support  their  drug  habits  seem  to  be  at 
higher  risk  of  contracting  HIV  than  their  non-drug-using  counterparts,  drug 
treatment  would  seem  to  be  the  most  reasonable  primary  response.  Women 
who  have  been  sexually  victimized,  however,  have  special  treatment  needs, 
and  “treatment  as  usual”  may  not  meet  all  of  those  needs.  Treatment  programs 
should  thus  be  encouraged  to  work  collaboratively  with  women’s  organizations 
that  focus  on  assisting  prostitutes  or  “sex  workers.”  Professionals  in  both 
organizations  could  benefit  from  the  cross-training  opportunities. 

Understanding  Dependency  on  Alcohol  and  Other  Drugs 

AOD  dependency  is  a complex,  biopsychosocial-familial-spiritual  disease 
that  can  be  made  worse  by  a number  of  factors.  Three  tenets  underlie  the 
approach  to  this  disease,  which  can  affect  anyone,  not  just  African-American 
women.  The  first  is  that  AOD  dependency  is  treatable;  a body  of  scientific 
evidence  demonstrates  that  patients  who  receive  treatment  do  better  than 
those  who  receive  little  or  no  treatment.  The  second  tenet  is  that  AOD 
dependency  is  a major  health  issue  both  because  of  primary  effects  on  the  body 
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(e.g.,  lungs  and  heart  in  freebase  cocaine  use;  kidneys  in  heroin  use;  liver, 
brain,  and  stomach  in  alcohol  use)  and  because  of  the  role  AOD  abuse  plays 
in  other  diseases  (e.g.,  endocarditis,  hepatitis,  HIV  infection,  and  AIDS  in 
intravenous  drug  users;  malnutrition  in  alcoholics  and  cocaine  users).  The 
third  tenet  is  that  AOD  dependency  is  a chronic  disease  characterized,  as  are 
many  chronic  diseases,  by  relapses  or  exacerbation  of  the  symptoms.  Even 
those  able  to  recover  and  interrupt  drug  use  because  of  treatment  or  involve- 
ment in  self-help  groups  continue  to  be  vulnerable  to  relapse.  Although  many 
alcohol  and  other  drug  abusers  believe  that  following  the  guidelines  of  a 
12-Steps  program  will  protect  them  against  relapse,  an  individual’s  ability  to 
! stay  in  such  a program  may  be  lessened  by  intrapsychic  conflict  such  as 
depression  or  low  self-esteem  or  by  responding  to  external  stressors  such  as 
| homelessness  or  medical  illness. 

The  Diagnostic  and  Statistical  Manual  of  Mental  Disorders,  third  edition, 
revised  (DSM-III-R)  (American  Psychiatric  Association  1987)  defines  nine 
classes  of  drugs:  (1)  alcohol;  (2)  barbiturate  or  similarly  acting  sedative, 
hypnotic,  or  anxiolytic;  (3)  opioid;  (4)  cocaine;  (5)  amphetamine  or  similarly 
acting  sympathomimetic;  (6)  phencyclidine  (PCP)  or  similarly  acting  aryl- 
cyclohexylamine;  (7)  hallucinogen;  (8)  cannabis;  and  (9)  inhalants. 

Jaffe  (1975)  points  out  a number  of  factors  that  influence  whether  a given 
individual  will  use  a drug  casually  or  will  progress  to  compulsive  use.  These 
factors  can  be  biological,  psychological,  or  sociological.  An  individual  may  be 
vulnerable  to  the  drug  from  a genetic  predisposition  to  it.  That  vulnerability 
may  be  heightened  by  certain  sociological  or  psychological  predisposing  fac- 
tors, such  as  low  socioeconomic  status  or  depression. 

The  spectrum  of  drug  use  ranges  from  incidental  use  to  cardinal  use,  which 
is  defined  as  use  that  incurs  a great  variety  of  social  consequences — that  is, 
when  one’s  allegiance  to  the  drug  is  so  strong  that  it  begins  to  change  one’s 
life.  Most  individuals  probably  have  experienced  incidental,  or  nonmedical, 
use  of  at  least  one  mind-altering  chemical.  That  chemical  may  have  been  the 
caffeine  in  a cup  of  coffee,  theobromine  (an  alkaloid  related  to  caffeine)  in  a 
chocolate  bar,  or  nicotine  in  a cigarette.  A large  percentage  of  adults  have  tried 
at  least  one  alcohol  beverage  in  their  lifetime.  The  spectrum  of  drug  use  moves 
from  incidental  use  to  and  through  experimental  use — or  use  associated  with 
curiosity  on  more  than  one  occasion — to  more  regular  use  for  perceived  effects, 
to  cardinal  use. 

Biological  response  to  chemicals  is  highly  individualized.  The  movement 
| from  casual  to  more  intense,  biologically  driven  use  probably  depends  on  a 
variety  of  factors,  including  the  amount  used  during  some  given  period  of  time. 
How  much  drug  is  needed,  however,  or  how  often  it  needs  to  be  taken,  is  not 
known.  Researchers  know  that  drugs  differ  in  their  ability  to  induce  depend- 
ence and  that  when  the  route  of  administration  changes,  the  development  rate 
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of  dependency  may  also  change  (e.g.,  when  cocaine  is  smoked  as  freebase  or 
crack,  dependency  can  develop  faster  than  when  cocaine  is  snorted). 

A number  of  tools  are  used  to  evaluate  dependency,  and  a number  of 
descriptions  of  the  AOD-dependent  person  are  used  throughout  the  world.  The 
National  Council  on  Alcoholism  (NCA)  Criteria  (1972)  are  divided  into  two 
tracks  and  further  stratified  into  major  or  minor  criteria.  The  Michigan 
Alcoholism  Screening  Test  (MAST)  also  addresses  four  universal  concepts 
(control,  physical  dependency,  preoccupation,  and  compulsion)  and  includes  a 
question  to  evaluate  the  quantity  consumed.  The  Addiction  Severity  Index 
(ASI),  a tool  that  has  gained  widespread  acceptance  as  a research  and 
assessment  instrument  in  a number  of  programs  throughout  the  country, 
looks  at  the  consequences  of  drug-taking  along  the  same  lines  as  the  MAST. 

The  DSM-III-R  describes  AOD  dependency  as  a cluster  of  cogitative  (think- 
ing), behavioral,  and  physiological  symptoms  that  indicate  that  a person  has 
impaired  control  of  psychoactive  substance  use  and  continues  to  use  alcohol 
or  other  drugs  despite  the  consequences.  The  four  universal  concepts  described 
in  DSM-III-R  are  control,  preoccupation,  compulsion,  and  physiological 
adaptation. 

Disease  Concept  of  Addiction 

The  disease  concept  of  AOD  dependency  holds  that  use  of  any  mind-altering 
drug  is  compulsive,  despite  the  negative  consequences.  This  use  can  come 
about  because  of  inborn  errors  in  brain  chemistry  (genetic  vulnerability), 
psychologically  induced  alterations  in  brain  chemistry  (e.g.,  chronic  depres- 
sion, as  found  in  post-traumatic  stress  disorder),  or  chronic  exposure  to 
chemicals  capable  of  inducing  changes  in  brain  chemistry  (e.g.,  heroin  abuse). 
Under  the  disease  concept,  an  addict  is  seen  as  having  a lack  of  control  over 
his  or  her  addiction  and  a preoccupation  with  the  chemical.  This  definition 
describes  AOD  dependency  as  a primary  disease  process,  without  underlying 
pathology,  that  has  associated  with  it  tolerance  and  withdrawal.  Clinicians 
believe  that  denial  is  another  typifying  sign  of  the  disease. 

The  disease  concept  is  presented  as  a unifying  model  that  correlates 
strongly  with  some,  if  not  most,  evaluation  tools.  It  also  involves  a multidis- 
ciplinary model  of  treatment  that  attempts  to  unite  the  best  of  each  existing 
model  of  care  into  a new  treatment  approach.  As  would  be  predicted  for  a 
model  that  involves  many  disciplines,  the  disease  concept  model  has  much  in 
common  with  other  models  that  are  used  to  explain  AOD  abuse. 

Regardless  of  the  model  of  care  used  with  a drug  addict,  treatment  relies  on 
two  universal  methods.  The  first  involves  having  the  patient  complete  a 
retrospective  study  and  outline  for  his  peers  or  another  person.  In  that  study, 
the  patient  describes  the  consequences  he  or  she  experienced  because  of 
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| alcohol  or  other  drug  use.  Therapeutic  programs  have  the  patient  share  this 
j “How  It  Was”  document  with  family  members  who  help  the  patient  identify 
his  or  her  level  of  honesty.  The  12-Steps  programs  emphasize  identifying  the 
areas  in  which  one’s  life  has  become  unmanageable  as  well  as  the  other 
consequences  of  one’s  alcohol  or  other  drug  use.  Individuals  who  experience  a 
spontaneous  recovery  often  have  performed  their  own  retrospective  study  and 
! have  drawn  their  own  conclusions  about  the  role  abuse  was  playing  in  their 
i life. 

j The  second  method  of  treatment  is  to  have  the  patient  project  the  potential 
I consequences  of  continuing  his  or  her  AOD  use.  Some  treatment  providers 
! have  patients  describe  their  hypothetical  future  relapses  in  detail.  The 
patients  are  asked  to  outline  what  led  up  to  the  relapse  and  then  describe  the 
alcohol  or  other  drug  using  experiences  in  detail.  They  are  also  asked  to  predict 
I what  would  happen  to  them  as  a result  of  the  relapse.  This  task  helps  patients 
focus  on  the  threat  of  future  losses  during  the  same  time  they  are  acutely 
aware  of  past  losses. 

Treatment  providers  often  use  “therapeutic  coercion,”  or  the  threat  of  loss 
of  things  that  the  patient  finds  important.  For  some  patients,  this  threat  may 
1 take  the  form  of  losing  their  license  to  practice  their  profession,  losing  their 
family,  or  losing  their  freedom.  Some  people  think  they  have  nothing  to  lose. 
For  example,  inner-city  youth  who  have  very  little  hope  of  financial  success 
might  have  more  difficulty  identifying  loss  than  a teacher,  physician,  or  pilot 
who  faces  very  concrete  potential  losses  (license,  job,  status).  However,  the 
future  relapse  stories  associated  with  the  highest  success  rate  include  loss  of 
life — this  method  can  work  even  with  individuals  who  feel  they  have  nothing 
to  lose.  If,  however,  random  killing  and  violence  in  their  environment  has 
taught  youth  that  life  has  very  little  value,  this  treatment  approach  needs 
modification  to  involve  building  self-esteem  so  that  the  youth  accepts  the  loss 
of  his  or  her  own  life  as  profound. 

; Basic  Principles  of  Treatment 

j Alcohol  and  other  drug  dependency  is  a disease  for  which  there  are  two 
' basic  principles  of  treatment.  First,  a chronic  disease  requires  long-term  care, 

I and  so  treatment  is  a process  that  occurs  over  a long  period.  Second,  few 
i chronic  diseases  respond  to  a single  mode  of  care,  and  so  a continuum  of  care 
is  called  for.  No  matter  what  the  level  of  care  is,  the  overall  goals  of  treatment 
J are  to  restore  the  patients  to  a level  of  physical  and  mental  health  that  enables 
them  to  recover.  Abstinence  from  alcohol  or  other  drug  use  should  be  long-term 
! or  at  least  for  increasingly  longer  periods  of  time,  and  the  patient  should 
experience  improved  life  functioning  and  well-being. 

Recovery  is  generally  described  as  a process  that  results  in  an  AOD  abuser’s 
internalizing  external  controls  and  motivating  factors.  Recovery  involves 
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admitting  that  one  has  a disease,  an  admission  that  results  from  education 
about  the  disease  and  an  intellectual  comprehension  of  the  effect  that  disease 
has  on  oneself.  Acceptance  of  the  knowledge  that  one  is  ill  often  manifests 
itself  in  an  individual’s  whole-hearted  commitment  to  recovery  and  to  per- 
forming the  tasks  associated  with  maintaining  sobriety. 

In  recovery,  patients  are  encouraged  to  self-disclose  those  (often  negative) 
things  about  themselves  that  seem  to  make  them  unique  and  different. 
Self-disclosure  allows  patients  to  tell  their  secrets.  Patients  begin  to  be 
accountable  for  their  actions  and  become  responsible  for  maintaining  their 
recovery. 

Persons  in  recovery  must  begin  to  develop  a sense  of  life  and  self-discipline. 
Patients  often  begin  to  take  inventory  of  what  is  and  what  is  not  important  to 
them.  Relationships  with  family,  extended  family,  society  at  large,  and  often 
a higher  power  or  higher  order  are  redefined.  Finally,  individuals  begin  to 
establish  relationships  on  an  emotional  level  and  stop  using  others  for  selfish 
purposes. 

Some  people  unacquainted  with  the  concept  of  recovery  are  angered  by  what 
seems  to  be  a policy  of  letting  AOD  abusers  “off  the  hook.”  Some  might  ask, 
“Why  should  we  treat  the  AOD  dependency  of  an  African-American  woman 
who  is  HIV-positive?”  Because  treating  the  dependency  may  improve  the 
patient’s  immune  system  by  removing  the  direct  toxic  effects  of  alcohol  or  other 
drugs  and  by  interrupting  the  secondary  negative  effects  of  the  abusing 
lifestyle. 

There  is  evidence  in  the  literature  that  using  certain  drugs  may  have  direct 
toxic  effects  on  the  immune  system.  Alcohol’s  effects  include  decreasing  the 
number  of  white  blood  cells,  of  which  T4  cells  are  one  component.  Similarly, 
marijuana  is  associated  with  decreased  levels  of  antibodies  and  with  abnor- 
malities in  T-cell  function.  Chronic  alcohol  abusers  (those  who  have  more  than 
six  drinks  per  day)  have  fewer  T-cells;  liver  disease,  a consequence  of  chronic 
alcohol  consumption,  inhibits  the  body’s  ability  to  form  T-cells.  Chronic  users 
of  alcohol  also  tend  to  suffer  from  malnutrition,  first,  because  they  drink  more 
than  they  eat  and,  second,  because  alcohol  abuse  causes  malabsorption 
problems  with  certain  nutrients  and  vitamins.  Finally,  alcohol  abuse  is 
associated  with  an  increased  incidence  of  many  cancers  that  may  present 
competition  for  the  immune  system. 

Stimulants,  primarily  amphetamines,  have  anorexiant  effects;  malnutri- 
tion may  occur  from  the  decreased  appetite.  The  euphoria  associated  with 
stimulants  may  also  increase  the  incidence  of  unsafe  sexual  practices. 

In  addition  to  improving  immune-system  functioning,  ceasing  alcohol  and 
other  drug  use  can  also  improve  judgment  and  reduce  the  occurrence  of 
high-risk  behaviors.  Compliance  with  prescribed  medical  regimens  might 
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ensue,  as  would  a reduction  in  the  frequency  of  exposure  to  HIV.  Finally, 
successful  alcohol  and  other  drug  treatment  experiences  can  markedly  im- 
prove  the  quality  of  the  HIV-infected  African-American  woman’s  life. 


I 


Our  experiences  with  HIV  infection  and  AIDS  have  brought  about  a lot  of 
change  in  the  delivery  of  health  care  and  in  how  patients  view  their  role  in 
the  management  of  disease.  Never  before  have  we  been  confronted  with  a 
disease  whose  victims  cannot  make  some  broad  assumptions  about  their  right 
to  care,  access  to  care,  or  even  about  their  physicians’  ability  to  deliver  that 
care.  Never  before  have  patients  had  to  fight  for  their  care  at  the  same  time 
they  are  fighting  for  their  lives. 


These  needs  and  the  attention  being  given  to  the  disease  have  brought 
about  only  some  of  the  necessary  change.  More  needs  are  being  identified  daily 
as  new  epidemics  of  HIV  infection  occur.  What  we  have  learned  about  HIV 
| infection  in  men  only  begins  to  prepare  us  for  predicting  what  we  may  need 
to  know  to  help  women  with  HIV  infection.  If  we  limit  ourselves  at  this  point 
| to  identifying  strategies  around  the  knowns,  we  will  miss  many  opportunities 
j to  develop  effective  intervention  strategies  for  working  with  African-American 
! women.  This  author  proposes  the  following  12  steps  to  address  some  of  the 
| issues  confronting  African-American  women  with  drug-related  HIV  infection 
and  AIDS: 


1.  Provide  the  means  necessary  to  prevent,  diagnose,  and  treat 
drug-related  HIV  infection  and  AIDS  among  African-American 
women  in  the  appropriate  community  and  subcultural  (AOD- 
using)  contexts. 


This  step  requires  that  we  recognize  the  tremendous  lack  of  medical  and 
other  trained  personnel  (counselors,  case  managers,  or  care  coor- 
dinators) within  the  AOD-treatment  setting. 


Our  ability  to  perform  this  step  will  come  from  collaboration  among 
research  scientists,  clinicians,  administrators,  and  formulators  of  public 
policy.  If  we  are  able  to  present  a convincing  case  for  early  diagnosis  and 
intervention,  and  if  we  manage  to  protect  the  confidentiality  and  human 
rights  of  HIV-positive  individuals,  we  will  create  a greater  demand  for 
treatment  and  for  allocating  resources  to  provide  that  treatment. 

We  need  to  study,  in  new  ways,  drug-drug  interactions  between  phar- 
maceuticals commonly  used  in  the  treatment  of  addictive  disorders  and 
for  HIV  infection.  Dosage  schedules  for  women  may  need  to  be  modified, 
particularly  in  pregnancy.  Recognizing  that  AOD-using  populations 
may  have  an  increased  incidence  of  hepatitis,  tuberculosis,  syphilis,  and 
other  sexually  transmitted  diseases  must  also  be  taken  into  account. 
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2.  Provide  access  to  the  pharmaceuticals  necessary  to  treat  drug- 
related  HIV  infection  and  AIDS  in  African-American  women. 

Quite  often  African-American  women  are  caregivers  for  their  own  or 
another  woman’s  children.  In  a disproportionate  number  of  households 
of  African-American  women  with  drug-related  HIV  infection,  if  the  man 
is  the  primary  AOD  user  he  is  absent  or  not  contributing  financially  to 
the  care  of  children.  Many  of  these  households  operate  at  or  below 
poverty  levels.  When  these  African-American  women  are  faced  with  the 
conflicting  needs  of  their  health  care  and  the  needs  of  their  children,  the 
children  often  win  out.  Those  African-American  women  who  would  and 
could  get  care  have,  at  this  point  in  the  HIV  epidemic,  been  denied  equal 
access  to  clinical  trials. 

3.  Provide  culture-  and  gender-sensitive  material  to  disseminate 
information  on  prevention,  diagnosis,  and  early  intervention. 

The  information  provided  must  transcend  the  notion  that  African- 
American  women  are  incapable  of  protecting  themselves  sexually  or 
with  respect  to  their  own  use  of  alcohol  and  other  drugs. 

This  stereotype  has  excluded  African-American  women  from  the  groups 
who  develop  literature  and  from  positions  of  responsibility  and  decision- 
making in  those  agencies  that  provide  direct  services  to  African- 
American  women  with  HIV  infection.  It  clearly  is  no  longer  acceptable 
to  say  that  competent  African-American  women  ready  to  face  the  task 
do  not  exist;  time,  effort,  and  other  resources  must  be  devoted  to 
developing  these  women  to  enhance  their  participation. 

4.  Provide  comprehensive  case  management  and  advocacy  to 
African-American  women  with  drug-related  HIV  infection  and 
AIDS. 

It  is  well  established  that  African-American  women  have  unequal  access 
to  health  care  compared  with  non-Hispanic  Whites.  These  barriers 
include  low  income;  a lack  of  health-care  coverage  or  underinsurance, 
even  for  those  who  are  employed;  and  having  many  other  basic  needs  to 
be  met  before  resources  can  be  allocated  to  health  care.  African 
Americans  are  more  likely  than  non-Hispanic  Whites  to  use  the  public 
health-care  system  and  not  to  have  a regular  provider  of  health  care  in  j 
that  system.  African-American  women  who  receive  public  health  care 
are  less  likely  to  engage  in  preventive  therapy  or  to  be  provided  the 
benefits  of  screening  and  early  diagnosis;  often  their  care  is  discontinued 
without  followup  to  evaluate  the  effectiveness  of  therapy. 

Because  African-American  women  traditionally  have  had  unequal  ac- 
cess to  health  care,  an  important  response  to  the  AIDS  crisis  will  be  to 
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improve  their  access.  Part  of  that  response,  necessarily,  will  be  in 
acknowledging  that  these  disparities  in  access  exist.  Pregnant  African- 
American  women  will  most  likely  see  a gynecologist  or  other  primary- 
care  provider  only  at  the  time  of  birth.  We  cannot  assume  these  women 
will  get  a full  course  of  routine  prenatal  care  or  that  the  prenatal-care 
provider  will  be  the  physician  assisting  the  woman  at  delivery.  Because 
most  women  will  enter  the  health-care  system  at  some  time  relative  to 
childbirth,  however,  preparation  of  the  health-care  system  to  provide 
comprehensive  education  and  screening  for  HIV  infection  for  these 
women  is  necessary. 

Furthermore,  the  fact  that  African-American  women  access  the  health- 
care system  in  different  ways  from  non-Hispanic  White  women  requires 
that  African-American  women  get  assistance  in  entering  the  system. 
This  may  include  not  only  aggressive  case  management  but  also  help  in 
interpreting  medical  jargon  and  communicating  with  the  health  care 
provider. 

This  effort  may  also  mean  systemically  advocating  for  open  access  to 
clinical  trials  and  redefining  diagnostic  criteria  for  HIV  infection  and 
AIDS  to  allow  for  inclusion  of  those  diseases  unique  to  women  (e.g., 
vaginal  herpes)  as  indicator  diseases.  This  would  help  African-American 
women  with  HIV  infection  or  AIDS  to  qualify  for  public  funds  for  health 
care. 

Provide  family-oriented  counseling  about  AOD  use  and  other 
health  issues  for  African-American  women  with  drug-related 
HIV  infection  and  AIDS. 

Beth  Richie  (1990)  writes: 

The  culturally  dictated  gender  role  of  most  women  in  Black 
families  requires  that  they  be  responsible  for  the  health  and 
well-being  of  their  children,  husband,  or  sexual  partner.  This 
means  that  when  family  members  become  sick,  Black  women 
care  for  them,  usually  alone.  The  . . . AIDS-related  illnesses 
[are]  exhausting  . . . and  Black  women  usually  carry  the 
burden  by  themselves. 

In  addition,  a woman  who  herself  uses  alcohol  or  other  drugs  usually  is 
one-half  of  an  AOD-dependent  pair,  and  the  problems  of  the  woman 
cannot  be  addressed  without  addressing  those  of  her  mate  as  well. 

If  the  man  is  the  only  AOD-using  individual  in  the  relationship,  the 
couple  still  needs  counseling  to  address  the  enabling  issues  and  family 
dysfunction.  If  children  born  of  the  relationship  are  HIV-infected 
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through  either  parent’s  IV  drug  use,  the  family  needs  family-centered 
counseling  to  cope  with  their  own  and  the  child’s  illness. 

6.  Provide  training  to  community-based  providers  to  enable  them 
to  work  with  African-American  women  with  drug-related  HIV 
infection  and  AIDS. 

A number  of  community-based  organizations  (CBO’s)  that  work  with 
patients  with  AIDS  need  help  understanding  the  impact  of  AOD  use  on 
the  ability  to  form  a therapeutic  relationship.  Some  organizations  that 
provide  services  effectively  to  most  people  find  it  difficult  to  work  with 
people  who  use  alcohol  or  other  drugs.  These  individuals  need  training 
in  the  AOD-use  issues  so  they  do  not  have  to  ask  the  rhetorical  question, 
“Why  would  someone  use  alcohol  or  other  drugs?” 

7.  Provide  technical  assistance  to  community-based  providers  to 
enhance  and  strengthen  their  ability  to  work  with  African- 
American  women  with  drug-related  HIV  infection  or  AIDS. 

Training  is  effective  for  some  people,  but  others  in  CBOs  need  ongoing 
supervision  and  technical  assistance  in  order  to  integrate  new  learning 
and  apply  it  to  new  populations.  The  needs  of  African-American  women 
with  drug-related  HIV  infection  or  AIDS  will  probably  include  some 
degree  of  AOD-abuse  treatment  or  education,  about  either  their  own  or 
their  partners’  dependency.  In  addition,  CBO  employees  will  need  access 
to  information  on  HIV  infection  and  pregnancy,  health  care  of  women 
and  children,  drugs  and  pregnancy,  child  care,  and  many  other  new 


Finally,  many  people  who  find  themselves  working  with  African- 
American  women  with  drug-related  HIV  infection  or  AIDS  need  con- 
stantly to  evaluate  their  own  biases  against  women  or  alcohol  and  other 
drugs.  This  may  need  to  be  done  in  the  context  of  continued  supervision 
and  reevaluation. 

8.  Provide  support  to  people  from  the  African-American  com- 
munity who  work  with  African-American  women  with  drug- 
related  HIV  infection  or  AIDS. 

Among  other  factors,  denial  of  AIDS  in  the  African-American  com- 
munity has  led  to  an  increasing  isolation  of  African  Americans  with 
AIDS.  No  preexisting  subcommunity  has  emerged  to  coalesce  African 
Americans  with  HIV  infection,  as  the  gay  community  organized  around 
their  HIV-infected  members.  So  long  as  those  who  have  decided  to  work 
with  African-American  women  with  drug-related  HIV  infection  or  AIDS 
continue  to  be  isolated,  and  sometimes  scorned  by  the  community,  they 
will  be  at  risk  of  dropping  out  of  the  helping  network. 
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9.  Provide  alcohol-and  other  drug-free  housing  for  African- 
American  women  with  drug-related  HIV  infection  or  AIDS. 

African-American  women  with  drug-related  HIV  infection  or  AIDS  face 
the  same  discrimination  as  other  individuals  with  AIDS.  They  risk 
losingjobs,  friends,  familial  support,  housing,  and  schooling.  As  a result, 
African-American  women  with  drug-related  HIV  infection  or  AIDS  may 
be  at  risk  of  becoming  homeless  during  their  illness  or  the  illness  of  their 
children  or  mate.  Residential  rehabilitation  for  AOD-using  women  has 
not  traditionally  been  set  up  to  allow  for  entry  into  treatment  with  their 
children,  sick  or  well.  Hospices  for  AIDS  patients  likewise  have  not  been 
prepared  to  offer  AOD-abuse  treatment  or  child  care.  Many  community- 
based  providers  are  not  prepared  to  meet  the  requirements  for  child-care 
facilities.  Therefore,  local  governing  boards  and  zoning  laws  may  need 
to  be  suspended  or  modified  to  meet  the  needs  of  women  who  need 
housing  in  various  institutions  and  have  small  children  who  need  to 
remain  with  them. 

10.  Provide  access  to  legal  counseling  that  meets  the  needs  of 
African-American  women  with  drug-related  HIV  infection  or 
AIDS. 


Much  of  the  focus  of  free  or  subsidized  legal  care  for  persons  living  with 
AIDS  has  been  on  antidiscrimination  cases  or  on  AIDS  as  a human- 
rights  issue  related  to  freedom  of  sexual  orientation.  African-American 
women  with  drug-related  HIV  infection  or  AIDS  have  many  legal  needs 
related  to  planning  for  their  children’s  future.  A number  of  these  women 
may  also  have  engaged  in  some  illegal  drug  activity,  including  posses- 
sion of  their  drug  of  choice.  Havi  ng  legal  counsel  available  might  enable 
a drug-abusing  woman  to  get  treatment  for  her  abuse  problem,  thus 
improving  her  quality  of  life.  These  AOD-abusing  women  might  also 
need  legal  help  in  child-custody  cases. 

11.  Provide  free  support  groups  that  are  gender-  and  culture- 
specific  to  African-American  women  with  drug-related  HIV  in- 
fection or  AIDS. 

In  some  instances,  when  sponsoring  organizations  have  established 
self-help  support  groups  to  African  Americans  living  with  AIDS,  these 
groups  have  not  allowed  for  the  separation  of  the  sexes  or  of  non-AOD- 
using  “codependents”  from  AOD-using  “dependents.”  Quite  often, 
having  specific  groups  has  been  an  unattainable  goal  because  a large 
enough  core  has  not  existed  to  divide  into  groups.  Unfortunately,  this  is 
no  longer  the  case  as  more  African-American  women  with  AIDS  emerge 
to  get  treatment  services.  Moreover,  women  need  a place  to  convene  with 
just  other  women,  and  African-American  women  with  AIDS  need  a safe 
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place  to  talk  about  the  uniqueness  of  African-American  male-female 
relationships. 

12.  Provide  respite  care  to  give  extended-family  caregivers  a break 
from  the  stresses  of  assisting  African-American  women  with 
drug-related  HIV  infection  or  AIDS  and  their  children. 

Traditionally,  African-American  women  have  had  extended-family  sys- 
tems to  care  for  orphaned  or  needy  children  and  will  probably  continue 
to  do  so.  However,  the  demands  of  caring  for  HIV-infected  children  are 
depleting  this  community.  Looking  at  the  projected  magnitude  of  the 
AIDS  epidemic,  one  can  predict  that  enormous  numbers  of  people  will 
need  to  be  involved  in  caring  for  African-American  women  with  AIDS 
and  for  their  children.  Systems  need  to  be  developed  immediately  to 
meet  the  needs  of  the  individuals  who  fill  these  crucial  roles. 
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Youth  at  Risk 


Alcohol  and  Other  Drug  Use  and 
African-American  Youth:  A Developmental 
Perspective 

Drew  W.  Alexander 

The  plight  of  today’s  adolescent  differs  little  from  that  of  past  generations. 
The  startling  journey  from  childhood  to  adulthood  through  adolescence  is 
along  a path  that  winds  from  the  secure  and  trusted  environment  of  childhood 
through  the  many  new  experiences  of  puberty  and  psychosocial  challenge.  The 
path  ends  in  what  for  most  adults  is  a stable,  consistent,  and  secure  world. 

Although  the  world  environment  changes  from  generation  to  generation, 
the  basic  expectations  of  human  growth,  development,  and  family  life  remain 
the  same.  Within  each  generation,  it  is  as  if  time  stands  still.  Each  generation 
responds  as  if  they  are  the  first  and  the  last  to  experience  age-related  events. 
Often  the  generations  forget  traumatic  memories,  so  that  when  their  adoles- 
cent youth  face  the  turmoil  of  puberty,  the  adults  are  paralyzed  by  amnesia. 
Conflict  flames  between  the  generations  and  often  is  obliterated  in  alcohol  or 
other  drug  use  by  the  adolescent  as  well  as  the  parent. 

Today’s  environment  presents  ever  more  sophisticated  dangers  and  risks 
with  substances,  vehicles,  and  weaponry.  Technology  has  promoted  a society 
of  better  health  and  safety  while  at  the  same  time  advancing  the  potential  of 
social  destruction.  Our  20th-century  environment  encourages  physical  exer- 
cise and  strength,  better  diet  and  nutrition,  more  comfortable  lifestyle,  and  a 
healthier  balance  between  work  and  leisure  time. 

More  discretionary  leisure  time  permits  greater  academic  development  and 
more  social,  psychological,  and  ethical  pursuits.  Today,  the  pursuit  of  ad- 
vancement quickly  swallows  extra  time.  Advancement  comes  in  many  forms 
and  is  often  seen  as  worth  the  sacrifice  of  interpersonal  relationships  and 
intimacy:  “Get  the  job  done  at  all  costs!”  Technical  advancement  has  come  at 
a price  that  robs  human  beings  of  one  another.  Divorce  rates,  latchkey 
children,  single-parent  households,  60-hour-plus  work  weeks,  gangs,  and  cults 
all  exemplify  the  price  society  pays. 

Discretionary  time  has  also  allowed  for  the  creation  of  more  powerful 
distractions,  more  deadly  weapons,  more  sophisticated  and  dangerous 
machinery,  and  more  intense  pharmaceuticals,  both  licit  and  illicit.  At  the 
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same  time,  we  all  face  an  ever-increasing  longevity — but  not  all  the  statistics 
are  good.  At  present  rates,  by  the  year  2000  estimates  suggest  that 

• Every  31  seconds  a teen  female  will  get  pregnant. 

• Every  78  seconds  a teen  will  commit  suicide. 

• Every  120  seconds  a teen  female  will  give  birth. 

• Every  20  minutes  a teen  will  have  a fatal  accident. 

Moreover,  recent  surveys  of  graduating  high  school  seniors  indicate  that 

• 92  percent  have  used  alcohol. 

• 51  percent  have  used  illicit  drugs. 

• 50  percent  have  used  marijuana. 

• 33  percent  have  used  illicit  drugs  other  than  marijuana. 

• 33  percent  regularly  binge  with  alcohol. 

• 15  percent  have  used  cocaine. 

• 3 percent  use  marijuana  daily. 

Today’s  lifestyle  has  shifted  away  from  relationships  and  toward  high-tech 
competence  at  an  international  level.  In  this  shifting  balance,  pharmaceuti-  ! 
cals  have  become  a high-tech  market;  drugs  now  awaken  us,  stabilize  us, 
maintain  us,  and  sedate  us  at  the  appropriate  times. 

Sophisticated  illicit-drug  use  soared  in  the  1960’s,  ‘70’s,  and  ‘80’s.  Suddenly, 
such  use  was  “recreational,”  and  illicit  drugs  were  manufactured  in  base- 
ments. To  the  layman,  these  were  touted  as  drugs  one  could  take  to  party, 
unwind,  relax,  and  be  intimate. 

The  central  philosophy  of  Western  culture  is  that  all  ills  or  undesirable 
states  can  be  “fixed.”  When  other  measures  fail  to  fix  a situation,  people  in  our 
culture  quickly  turn  to  substances  that  can  alter  and  distort  the  mind’s  image, 
falsely  convincing  one  that  the  problem  is  resolved. 

In  American  society,  instant  gratification — a “fix” — becomes  the  focus  of 
self-administered  substances.  The  medical  or  spiritual  use  of  alcohol  or  other 
drugs  is  usually  carefully  supervised.  Parent,  peer,  or  self-administration  of 
alcohol  or  other  drugs  to  fix  or  gratify  begins  early  in  the  child’s  life,  even  in 
utero. 

As  demand  increases,  companies  manufacture  more  potent  substances  and 
pharmaceuticals  that  have  more  specific  and  psychoactive  properties.  The 
increase  in  discretionary  time,  especially  for  youth,  affords  more  time  for 
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recreation  and  experimentation,  which  may  include  the  use  of  mind-altering 
drugs. 

Puberty  and  Adolescence:  Growth  and  Development 

Understanding  growth  and  development  is  important  to  understanding 
AOD  use  in  young  people  and  adults.  Normative  behavior  provides  the 
template  for  exploring  the  etiology  of  AOD-use  behavior,  which  often  has  its 
roots  in  developmental  disruptions  in  early  childhood  (Neinstein  1991). 

! Western  civilization  protects  its  young  far  beyond  the  age  at  which  children 
can  and  will  assume  responsibility  for  themselves.  As  technology  improves 
, and  survival  becomes  easier,  this  cultural  protection  has  been  afforded  to  more 
and  more  adults  as  well,  especially  those  in  middle-  and  upper-income  groups 
(Adlaf  et  al.  1989). 

Protection  is  necessary  to  the  safety  and  well-being  of  a society,  but 
i overprotection  can  stifle  and  frustrate  the  creative  human  being.  As  frustra- 
tion builds  and  overprotection  continues,  conflict  results.  Freedom  to  experi- 
ment and  explore  is  a natural  part  of  human  development. 

When  protection  obstructs  freedom,  it  becomes  oppressive.  When  freedom 
is  obstructed,  conflict  and  frustration  grow  toward  dangerous  proportions. 
Despite  the  dangers,  conflicts  and  frustrations  are  often  ignored,  hidden, 
forbidden,  and  otherwise  masked.  Such  masking  nurtures  the  roots  of  com- 
pulsive behavior  disorders  such  as  alcohol  and  other  drug  abuse. 

Puberty:  Adolescent  Growth 

The  brain  is  the  central  organ  of  human  life.  It  is  the  first  organ  to  develop 
in  utero  and  the  first  to  reach  adult  maturity  in  early  puberty,  around  age  13. 
During  the  first  few  days  of  gestation,  the  templates  for  the  future  adult  brain 
differentiate. 

Many  researchers  suggest  that  the  portion  of  the  brain  dealing  with 
personality  is  more  than  80  percent  developed  by  the  age  of  3 or  4.  Thus  a 
child’s  earliest  years  are  the  most  critical  to  personality  and  behavior  develop- 
ment (Pearson  1988;  Pincus  1985). 

Brain  puberty  defines  the  onset  of  adulthood  in  the  brain.  It  occurs  at  night 
and  is  measured  by  impulses  of  adult  hormones  secreted  during  REM  sleep 
after  the  first  sleep  cycle.  The  physiologic  role  of  brain  puberty  in  development 
is  not  yet  understood.  This  period  does,  however,  correlate  with  the  onset  of 
formal  education  in  primary  school.  Eriksen  refers  to  this  phase  as  that  of 
productivity,  and  Freud  describes  it  as  the  phase  of  latency. 
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Brain  puberty  nightly  barrages  the  preteen  youth,  presumably  awakening 
new  feelings  and  developing  thinking  patterns  that  are  more  sophisticated, 
complex,  and  abstract.  As  the  brain  matures,  the  preteen  body  remains 
childlike.  This  results  in  society’s  continuing  to  expect  childlike  behavior  from 
the  preteen;  because  of  appearances,  society  maintains  its  protective  posture 
despite  the  maturing  of  the  brain.  In  recent  years,  however,  urban  com- 
munities have  grown  less  protective  of  school-aged  children,  due  to  the  loss  of 
the  extended  family  and  neighborhood  networks.  Preteens  are  behaviorally 
compliant  human  beings,  and  most  will  assume  added  responsibility  without 
question,  particularly  if  it  pleases  adults. 

Body  puberty  is  announced  by  the  onset  of  secondary  sexual  characteristics  j 
and  pubertal  growth.  Pubertal  hormones  pulse  day  and  night;  the  appetite 
increases  dramatically,  clothing  sizes  increase,  and  the  child’s  body  begins  to 
take  on  an  adult  look.  Aggression  increases,  and  adult  attitudes  begin  to 
appear. 

The  feeling  of  adulthood  is  now  legitimate  within  the  young  person.  The 
earlier,  preteen  cognitive  changes  are  accompanied  by  a major  physical  growth 
spurt  in  height  and  weight.  Psychological  changes  include  the  need  to  be 
accepted  and  loved  by  the  world,  not  just  the  family.  Social  attitudes  and 
behavior  become  more  autonomous,  self-sufficient,  and  supportive  of  com- 
munity survival.  Ethics  and  values  mold  into  the  adult  matrix  with  which  the 
evolving  young  adult  will  enter  the  postteen  years. 


These  changes  herald  the  major  individuation  of  adolescence,  which  often 
terrorizes  parents  and  other  authority  figures.  After  18  years  of  providing 
protection  and  limits,  the  authority  figure,  usually  the  parent,  abandons  the 
young  adult.  Suddenly,  the  young  person  is  expected  to  know  society’s  com- 
plexities, including  how  to  gain  safe  and  healthy  access  to  adult  pleasure  and 
gratification. 
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Acne,  menses,  voice  changes,  and  coarser  body  hair  are  classic  signs  of 
puberty.  These  physical  changes  evolve  in  the  later  stages  of  puberty  toward  { 
the  onset  of  young  adulthood.  In  this  phase,  the  late  teen/young  adult  takes 
on  the  appearance,  stature,  and  habits  of  a full  adult.  Society  now  expects 
mature  adult  behavior  from  the  young  person,  again  based  solely  on 
appearance.  i 


If  chronology  and  appearance  were  the  only  prerequisites  to  maturity,  then  1 
psychosocial  ills  would  be  few.  But  the  prevalence  of  immature  behavior  in 
older  adults  suggests  that  chronology  and  appearance  do  not  play  the  only 
roles  in  human  maturity.  External  influences  play  a major  role,  yet  little  effort 
is  devoted  to  the  education  and  behavioral  teaching  of  young  people  so  that 
they  may  grow  into  safe,  healthy,  and  mature  adults.  Pubertal  individuals, 
who  are  frustrated  by  society’s  response  to  their  immaturity,  may  turn  to 
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alcohol  and  other  substances  (including  food),  as  well  as  other  compulsive 
behaviors.  As  a society,  we  must  remember  to  nurture  the  spiritual, 
psychological,  social,  and  ethical  components  of  human  development.  Such 
complete  nurturing  will  foster  growth  and  enable  relationships  that  can  fill 
emotional  voids — the  voids  that  drive  human  beings  toward  compulsive 
behaviors. 

Adolescence:  Adolescent  Development 

Adolescent  development  evolves  in  four  phases:  (1)  productivity  and  the 
onset  of  mature  survival  skills;  (2)  a foundation  for  adult  identity  consolida- 
tion; (3)  a foundation  for  adult  interpersonal  responsibility;  and  (4)  capable, 
mature,  adult  autonomy.  In  general,  the  first  three  phases  correlate  with 
brain,  early/mid-,  and  late  puberty  growth.  Each  phase  moves  the  teen  toward 
healthy,  safe,  and  responsible  adult  decisionmaking  in  a social  community. 

The  capacity  to  be  productive  and  survive  begins  around  the  time  the  child 
begins  first  grade.  Families  and  society  entrust  children  at  this  age  with  the 
responsibility  of  managing  the  classroom,  teachers,  and  peers.  The  capacity 
to  manage  formal  cognitive  operations  and  performance  measures,  such  as 
report  cards,  suggests  the  attainment  of  more  sophisticated  social  survival 
skills. 

These  skills  appear  around  age  6 and  continue  to  develop  through  the 
preteen  phase.  Preteens  learn  and  incorporate  productive  skills  sanctioned  by 
the  important  adults  in  their  life,  so  the  need  for  adult  approval,  sanction,  and 
role  modeling  is  strong.  Spiritual,  religious,  and  ethical  teaching  and  influence 
also  take  root  in  this  phase  of  development.  The  family  and  close  friends 
shoulder  major  roles  during  these  phases. 

Identity  consolidation  represents  the  fingerprint  of  adult  individuality. 
Early  adolescents  wrestle  with  themselves,  constantly  questioning  self  and 
others  as  to  the  “why”  of  life.  As  answers  evolve,  the  young  human  being,  bit 
by  bit  and  piece  by  piece,  puts  together  a functional  sense  of  self.  The  questions 
include  the  physical,  cognitive,  psychosocial,  and  ethical/legal.  Although  the 
foundation  of  adult  identity  consolidates  in  early/mid-adolescence,  the  remold- 
ing of  this  phase  continues  throughout  the  lifespan. 

Interpersonal  responsibility  grows  ever  more  complex  in  large,  urban,  and 
densely  populated  20th-century  communities,  which  are  highly  technical  and 
mobile.  The  trust  and  dependency  of  childhood  fade  into  insecure  oblivion  with 
a striving  for  self-efficacy  and  sufficiency.  Relationships  mold  into  more 
mature  dyads  with  parents,  siblings,  extended  family,  other  authority  figures, 
and  peers.  These  dyads  serve  as  the  catalyst  to  full  social  responsibility, 
including  leadership,  social  consciousness,  and  community  service. 
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Upon  achieving  interpersonal  responsibility  across  all  relationships,  young 
people  are  ready  to  walk  into  a mature  adult  world.  They  are  capable  of  making 
healthy,  safe,  and  autonomous  decisions  that  mutually  benefit  the  individual, 
the  family,  and  the  community  at  large.  The  young  person  graduates  into  full 
adulthood,  assuming  the  rights  and  privileges  of  an  adult. 

At  this  juncture,  chronology  and  the  law  often  conflict.  Society  has  no 
effective  way  to  recognize  and  reward  the  precocious  youth,  and  there  are  no 
adequate  supports  to  facilitate  the  retarded  youth.  A young  person  who  does 
not  fit  the  norm  is  often  labeled  a misfit.  Living  as  a misfit  is  as  frustrating 
and  uncomfortable  as  being  a square  peg  in  a round  hole. 

Social  and  Cultural  Influence 


Genetics  and  subculture  play  important  roles  in  the  development  of  young 
African  Americans  and  other  racial/ethnic  groups.  Subcultural  influences 
often  direct  such  youth  along  paths  different  from  those  of  the  majority  culture 
(Adlaf  et  al.  1989;  Grove  et  al.  1990;  Johnson  et  al.  1989;  Meller  et  al.  1988; 
Mitchell  et  al.  1988;  Shuster  1990).  Economic  and  social  disadvantage,  for 
example,  result  in  ethnic/racial  youth  identifying  and  using  survival  skills 
unique  to  their  communities.  These  skills  alter  these  youths’  developmental 
stages  compared  with  those  of  their  peers  in  more  affluent  communities.  Some 
developmental  phases  occur  earlier  and  others  later  in  response  to  survival 
needs. 


Genetics  and  congenital  factors  also  contribute  to  cultural  differences. 
Infant  stages  of  bonding  to  parents  and  the  development  of  self-  and  gender 
identity  reflect  the  influence  of  the  cultural  mores  into  which  the  child  is  bom. 
Socialization  is  molded  by  the  community  and  culture  of  origin.  As  the 
ethnic/racial  preteen  enters  the  phase  of  role  modeling  and  productivity, 
cultural  values,  laws,  and  mores  shape  the  expectations  and  guidelines  by 
which  the  young  person  develops. 


Members  of  racial/ethnic  groups  experience  subcultural  influences  that 
must  be  integrated  and  balanced  with  the  majority  culture,  which  defines 
acceptable  adult  maturity  and  success.  The  complexity  of  maturing  is  thus 
compounded  by  the  necessity  to  maintain  dual  cultures.  Racial/ethnic  youth 
thus  face  yet  another  developmental  task  that  is  above  and  beyond  the 
traditional  complexity  of  human  development.  Another  hurdle  is  presented; 
the  use  of  alcohol  and  other  drugs  all  too  often  provides  an  easy  lift  over  the 
hurdles. 
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Alcohol  and  Other  Drug  Use:  The  Developing  Picture 


Alcohol  and  other  drug  use  and  abuse  have  multiple  etiologies,  the  roots  of 
which  are  often  in  the  preschool  years.  Phases  of  AOD-use  behavior  include 
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(1)  experimentation,  (2)  adaptation,  and  (3)  habituation  and  addiction.  A 
human  being  may  choose  to  try  alcohol  beverages  and  other  drugs  at  any  age. 
The  choice  to  use  stems  from  curiosity,  conformity,  escape,  and  the  desire  for 
maturity. 

Most  individuals  begin  alcohol  and  other  drug  use  in  the  home,  often  under 
the  supervision  of  the  parents  or  guardian  (Neinstein  1991).  The  second  most 
common  introduction  to  alcohol  and  other  drug  use  is  through  peers  and  their 
families.  This  first  experience  with  AOD  use  may  be  quite  gratifying,  but  it 
introduces  a necessary  choice  point:  whether  or  not  to  continue  using  the 
chemical.  Gratification  and  continued  use  strongly  predict  future  heavy  use 
and  risk  for  alcohol  and  other  drug  abuse  (Johnson  et  al.  1989). 

As  a person  feels  gratified  and  continues  to  use  chemicals,  the  behavior 
becomes  adaptive.  Multiple  gratifiers  motivate  the  ongoing  use  of  alcohol  and 
other  drugs.  These  range  from  physical  and  psychological  to  environmental 
and  social  gratifiers.  Internal  (self-motivated)  and/or  external  (family,  adult, 
and  peer)  factors  also  influence  and  drive  the  user  to  continue.  Cultural  factors 
greatly  affect  this  adaptation. 

Persons  needing  an  escape  from  reality  or  needing  to  fill  an  emotional  void 
may  quickly  establish  a gratifying  relationship  with  the  drug(s)  they  use.  This 
escape  from  reality  takes  the  pre-adult  user  into  a mind-altered  fantasy  world 
where  identity,  role  expectations,  and  interpersonal  responsibilities  are  dis- 
torted. In  other  words,  the  young  person’s  life  becomes  a lie.  When  alcohol  and 
other  drugs  meet  emotional  needs,  they  enslave  the  user  in  a world  of  distorted 
fantasy. 

As  the  user  becomes  more  distorted  and  dependent  on  alcohol  and  other 
drugs,  behavior  becomes  more  maladaptive.  The  user’s  sense  of  reality  twists 
in  ways  impossible  for  sober  loved  ones  and  others  to  understand  and  tolerate. 
It  is  as  if  the  user  is  in  another  world.  Adolescents  who  use  and  abuse  alcohol 
and  other  drugs  confuse  parents  and  other  adults,  who  cannot  distinguish  the 
distortions  of  puberty  from  the  distortions  of  alcohol  and  other  drug  use 
(Johnson  et  al.  1989).  Thus,  many  young  alcohol  and  other  drug  users  go 
unrecognized. 

As  AOD  use  continues  unrecognized  by  others,  the  abused  substance  begins 
to  substitute  for  human  relationships.  Such  interruption  early  in  the  lifecycle 
throws  the  pre-adult  into  an  isolated  and  lonely  state.  Users  often  interpret 
their  feelings  of  isolation  as  rejection  and  abandonment  by  peers,  authorities, 
and  loved  ones.  Despite  the  attempts  of  parents  and  other  authority  figures 
at  socialization,  the  young  person  continues  the  relationship  with  alcohol  and 
other  drugs  and  the  unreal  world  they  create. 

As  the  pre-adult  realizes  that  he  or  she  is  out  of  synchronization  with 
society,  the  struggle  heightens  to  maintain  the  fantasy  the  chemicals  provide. 
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The  youth  has  been  hooked.  The  energy  that  drives  self-identity  becomes 
entangled  in  the  altered  state  produced  by  the  chemical.  Identity  and  alcohol 
or  other  drug  use  enmesh,  and  the  young  person  perceives  himself  or  herself 
as  a user. 

Human  development  continues,  however,  and  the  desire  for  adult  interper- 
sonal nurturing  and  unconditional  love  bums  within  the  youth.  At  this  age, 
however,  nurturing  and  love  must  come  from  those  other  than  parents,  be  they 
peers  or  other  adults.  The  young  user,  however,  develops  a sophisticated 
relationship  with  chemicals  instead  of  people.  Alcohol  and  other  drugs  become 
the  youth’s  unconditional  friends,  which  he  or  she  will  go  to  any  length  to  buy, 
even  if  it  means  crime  and  violence.  The  comforts  of  AOD  adaptation  now  move 
toward  habituation;  the  young  person  escapes  comfortably  to  being  high. 

Physiologic  dependence  can  follow  for  individuals  using  alcohol  and  other 
drugs  that  are  physically  addictive.  Social  and  psychological  dependence 
usually  follow  consistent  and  comfortable  use,  although  their  etiologies  are 
less  well  understood.  When  social  climates  support  AOD  use,  social  depend- 
ence easily  develops.  Well-meaning  friends  and  relatives  support  alcohol  and 
other  drug  use  without  ever  thinking  about  their  adverse  influence  on  other 
human  beings.  Protecting  the  child  and  the  potential  user  is  not  a conscious 
concern  of  those  who  use  or  of  society  at  large,  and  the  problem  will  not  change 
until  sobriety  is  a daily  national  concern. 

The  mind-altered  state  blinds  persons  strongly  attached  to  the  unrealistic 
urge  to  use  alcohol  and  other  drugs.  The  user  constructs  psychological  ex- 
planations and  defenses  that  rationalize  and  justify  the  ongoing  use,  which 
becomes  such  an  intimate  part  of  life  that  terminating  the  behavior  is  very 
difficult. 

Treatment  Options 

Preventive  Strategies 

Many  treatment  approaches  have  been  proposed  and  implemented  for 
alcohol  and  other  drug  abuse,  but  none  has  had  optimal  success  rates.  If  cure 
is  not  an  option,  then  prevention  is  the  most  cost-effective  clinical  choice.  As 
many  users,  young  and  old,  fall  through  the  treatment  cracks,  prevention 
must  be  a societal  priority. 

Preventing  the  initial  experimental  use  of  alcohol  and  other  drugs 
eliminates  all  later  associated  risks.  Prevention  of  all  such  use,  though 
idealistic,  is  a worthy  social  goal.  Few  subcultures  have  accomplished  total 
sobriety;  indeed,  most  human  communities  incorporate  alcohol  and  other 
drugs  into  social  and  religious  functions. 
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Nevertheless,  educating  children  and  nonusers  about  the  option  of  sobriety 
must  be  high  on  the  list  of  prevention  priorities.  Prevention  strategies  can 
include  creative  teaching  and  education,  peer  support  groups,  role  models  who 
assert  sobriety,  and  structured  social  activities  in  a setting  of  sobriety.  Each 
of  these  strategies  serves  as  an  alternative  to  the  psychosocial  pressures  of 
alcohol  and  other  drug  use,  and  each  of  these  strategies  requires  multiple  and 
repetitive  presentation. 

Reinforcement  helps  the  young  person  to  internalize  sobriety  into  the 
developmental  fabric  of  his  or  her  personality.  The  younger  the  child,  the 
earlier  the  internalization  of  sobriety  can  be.  The  consistent  demonstration  of 
this  message  will  promote  sobriety  during  the  child’s  adolescent  development. 

Obstacles  to  Sobriety 

Competing  with  preventive  strategies  is  the  promotion  of  alcohol  and  other 
drugs  through  advertising.  Commercials,  billboards,  and  advertisements  per- 
sistently bombard  American  children  and  their  families  every  day  of  every 
week. 

Commercial  messages  often  encourage  the  premature  use  of  alcohol,  phar- 
maceuticals, cigarettes,  and  caffeine  in  subtle  and  not-so-subtle  ways.  These 
messages  also  promote  sexual  behaviors  and  attitudes  that  confuse  the 
craving  to  gratify  oneself  through  sex  and  alcohol  and  other  drugs.  The 
subconscious  message  suggests  that  buying  the  advertised  product  will  also 
buy  success  and  happiness.  Success,  happiness,  sex,  and  alcohol  or  other  drugs 
become  inseparable  in  the  commercial  message. 

Research  suggests  that  racial/ethnic  children  and  adults  experience  more 
exposure  to  media  advertising  and  are  therefore  at  greater  risk  to  succumb  to 
these  commercial  messages.  This  places  racial/ethnic  communities  at  greater 
risk  of  receiving  inappropriate  messages  while  having  access  to  fewer  preven- 
tive strategies. 

Throughout  America,  using  alcohol  and  other  drugs  (cigarettes,  caffeine, 
pharmaceuticals,  and  illicit  substances)  has  long  been  a rite  of  passage  into 
adulthood.  Racial/ethnic  communities  are  no  exception;  older  children  and 
adolescents  who  yearn  to  be  grown-ups  confuse  AOD  use  with  psychosocial 
maturity.  Advertising  reinforces  the  fantasy  of  this  shortcut  into  adulthood. 

In  addition  to  the  prevention  strategies  listed  above,  education  for  all  youth 
must  focus  on  the  definition  of  mature,  responsible,  culturally  appropriate 
adult  behavior.  Society  neglects  educating  its  youth  and  adults  about  human 
development  and  the  progression  into  adult  responsibility,  including  the  use 
of  alcohol  and  other  drugs.  Thus,  the  internalization  of  sober  behavior  and 
lifestyle  is  often  self-taught  and  random,  if  it  exists  at  all.  In  this  randomness, 
many  Americans,  especially  teenagers  and  young  adults,  are  lost  to  the 
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morbidity  and  mortality  of  illness  and  injury  associated  with  alcohol  and  other 
drug  use. 

The  Role  of  Community  Models 


Facing  the  competition  from  advertising,  communities  must  implement 
youth  and  family  prevention  programs  in  neighborhoods  where  education, 
peer  support,  role  modeling,  and  a healthy  climate  exist.  Models  such  as 
Saturday-school  programs,  school-based  health  clinics,  youth  community 
centers,  and  recreational  programs  provide  avenues  through  which  profes- 
sionals, parents,  adults,  and  peers  may  implement  education  and  prevention 
strategies. 

Effective  service  models  offer  consistent  and  repetitive  services  with  each 
visit  rather  than  providing  one-time  crisis  intervention.  Concurrently,  the 
school  and  other  community  youth  institutions  must  network  with  these 
models  to  support  alcohol  and  other  drug  use  prevention  while  providing 
structured  academic,  social,  and  recreational  programs.  These  programs  must 
be  staffed  by  appropriate  role  models  who  encourage  sobriety — and  practice 
it  as  well. 

The  Role  of  the  Home 


Prevention  begins  with  parents  being  responsible  in  their  use  of  alcohol  at 
home.  The  majority  of  youth  who  use  alcohol  and  other  drugs  start  that  use 
in  the  home,  with  the  parents’  knowledge  and  under  their  supervision. 
Innocent  sips  of  beer,  wine,  and  champagne  may  lead  to  alcohol  adaptation  at 
a very  young  age.  Older  children  and  adolescents  may  drink  and  use  in  secret 
for  fear  of  harsh  parental  discipline.  Children  in  families  with  AOD-abuse 
histories  will  often  move  on  to  habitual  and  addictive  behaviors  (Brunswick 
and  Merzel  1988;  Grove  et  al.  1990;  Johnson  et  al.  1989;  Meller  et  al.  1988). 
Even  advanced  habitual  behaviors  may  go  unrecognized  by  parents,  who  often 
deny  the  symptoms. 
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In  the  eyes  of  the  law  (i.e.,  the  State  family  code),  parents  have  full  and  ! 
exclusive  responsibility  for  the  approved  use  of  mind-altering  substances  by 
their  children  and  teenagers.  Children  who  drink  beer,  wine,  and  other  alcohol  } 
beverages  at  home  under  parental  supervision  are  within  the  limits  of  the  law. 
The  use  of  alcohol  outside  the  confines  of  the  home  and  without  parental  1 
consent  is  strictly  illegal  under  all  circumstances. 


When  alcohol  use  is  allowed  in  the  home,  parents  have  the  social  obligation 
to  clarify  that  this  use  is  sanctioned  only  in  the  confines  of  the  home.  Parents 
should  carefully  discuss  and  plan  the  storage  and  use  of  alcohol  in  the  home. 
Ongoing  family  discussions  should  reinforce  the  family’s  ethics  and  values 
regarding  compulsive  as  well  as  other  behaviors.  Open,  honest  dialog  affords 
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parents  and  children  the  opportunity  to  discuss  questions,  cravings,  and 
experiments  concerning  the  use  of  alcohol  and  other  drugs.  Parenting  skills 
are  often  weak,  so  programs  need  to  be  developed  to  teach  and  support  parents 
in  this  effort. 

Parent-Teacher  Associations  and  other  community  groups  can  help  with 
parent  education  and  support.  Additional  programs  need  to  be  developed 
through  religious,  family,  and  youth  organizations.  Decisions  about  alcohol 
and  other  drug  use  must  be  discussed  and  clarified  in  terms  of  both  the  family 
and  the  community.  Clarity  of  community  ethics  and  values  is  important,  as 
is  communication  of  these  values  throughout  the  community  at  large. 

Middle-income  communities  experience  high  population  turnover,  which 
leads  to  greater  challenges  because  population  instability  interferes  with 
reaching  community  consensus.  Alcohol  and  other  drug  sales  abound  in  areas 
of  population  instability.  Citizens,  young  and  old,  purchase  alcohol  and  other 
drugs  in  these  communities  to  escape  their  painful  life  realities.  Preteen 
children  who  traffic  in  illicit  drugs  realize  their  impunity,  as  some  minors 
cannot  be  prosecuted.  Thus,  illicit-drug  sales  occur  in  many  community 
locations,  including  elementary  and  high  school  campuses. 

Dense  urban  communities  attract  commercial  businesses  and  subtract 
recreational  and  park  facilities  as  a result  of  high  land  cost.  Illicit-drug  dealers 
and  hustlers  find  the  few  available  parks  optimal  for  servicing  clients,  thus 
creating  great  risk  to  the  safety  of  others  in  the  park.  The  dense  urban 
community  faces  an  even  greater  challenge  in  enforcing  a healthy  and  safe 
climate.  Urban  settings  will  require  the  support  of  law  enforcement  agencies 
to  assist  families  and  other  community  agencies  in  implementing  preventive 
strategies. 

Specific  recommendations  for  incorporating  preventive  strategies  include 
employing  professional  and  support  staff  who  have  training  in  alcohol  and 
other  drug  prevention.  Inservice  and  continuing  education  programs  are 
needed  to  teach  incumbent  staff  to  manage  alcohol  and  other  drug  use  and 
abuse.  Alcohol  and  other  drug  education  and  training  should  be  included  in 
the  curriculum  and  programming  of  academic,  vocational,  social,  and 
spiritual/moral  institutions  of  the  community.  The  sensitivity  and  awareness 
of  all  citizens  to  the  risk  of  alcohol  and  other  drug  use  must  be  reinforced 
through  sermons,  civic  events,  cultural  events,  lectures,  advertising,  and  the 
media.  All  citizens,  young  and  old,  must  engage  in  regular  and  comfortable 
dialog  through  which  alcohol  and  other  drug  problems  are  addressed,  con- 
fronted, and  managed. 
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Intervention  Strategies 

When  prevention  fails,  intervention  strategies  must  be  used  to  return  the 
individual  to  sobriety.  Each  case  deserves  individual  assessment  to  determine 
the  appropriate  intervention,  which  may  range  from  lectures  about  respon- 
sible use  to  forced  sobriety  through  residential  placement.  An  experienced 
professional  or  team  with  alcohol  and  other  drug  abuse  training  assesses  the 
patient’s  dysfunction. 

Patients  under  21  and  adults  who  abuse  alcohol  and  other  drugs  require 
interventions  to  halt  their  use.  Recovery  requires  sobriety.  Education  and 
training  parallel  to  that  used  in  prevention  will  sensitize  and  raise  awareness  k 
of  the  dangers  of  using  alcohol  and  other  drugs. 

Interventions  fall  into  two  categories:  outpatient  and  inpatient  programs. 
The  most  effective  programs  use  the  12-Steps  philosophy  of  Alcoholics 
Anonymous  (AA).  Other  methods  have  been  proposed,  but  none  compete  well 
against  the  12  Steps.  Alcoholics  Anonymous  and  Narcotics  Anonymous  (NA) 
require  voluntary  participation  and  now  offer  groups  for  teenagers.  Once  the  j 
abuser  commits  to  the  program,  AA/NA  outpatient  methods  work  well  in 
conjunction  with  family-  or  peer-support  groups.  The  uncommitted  user 
requires  more  intensive  adjunct  therapies,  such  as  individual  counseling. 

The  Role  of  Day  Treatment  j 

Day  programs  are  a recent  innovation  in  alcohol  and  other  drug  abuse 
treatment.  These  programs  are  effective  both  clinically  and  in  terms  of  cost 
for  users  of  all  ages.  Most  day  programs  operate  from  8 to  14  hours  on  1 
weekdays,  providing  intense,  structured,  confrontive  therapeutic  treatment 
while  maintaining  an  academic  environment  for  the  school-aged.  Better 
programs  include  individual,  family,  peer  group,  and  other  combinations  of 
therapy.  Preventive  strategies  are  also  integrated  into  day  programs  to  deter  ' 
continued  use. 


Day  programs  intensely  confront  the  denial  and  resistance  that  commonly 
obstruct  treatment.  They  also  concentrate  more  on  getting  the  patient  to 
accept  the  12-Steps  program  and  structure  his  or  her  life  around  sobriety.  £ 
When  these  goals  are  attained,  the  patient  is  prepared  to  move  into  an  j3 
outpatient  AA/NA  program  while  adhering  to  a rigidly  scheduled,  sober 
lifestyle.  The  schedule  enforces  sobriety  in  the  school  or  workplace,  which  have 
not,  of  course,  changed.  One  of  the  patient’s  biggest  challenges  is  to  maintain 
sobriety  against  the  school  and  workplace  forces  that  helped  foster  the 
patient’s  abuse. 
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To  maximize  success,  the  user  must  continue  to  internalize  the  12  Steps  for 
life.  Relapse  requires  starting  the  program  over,  which  many  users  have  to 
do. 

The  Role  of  Inpatient  Programs 

Inpatient  programs  may  be  secure  (locked)  or  open  (unlocked).  They  provide 
24-hour  structure  and  supervision.  Abusers  who  engage  in  dangerous  or 
destructive  behaviors  require  inpatient  treatment  to  prevent  their  committing 
suicide,  homicide,  violent  injury,  or  destruction  of  property.  These  abusers  are 
usually  in  major  denial  and  need  to  be  locked  up  until  they  are  no  longer 
destructive. 

Inpatient  programs  are  regressive,  taking  the  user  back  to  earlier  stages  of 
development,  when  the  problems  began.  Most  of  the  patient’s  needs  are 
managed  by  staff  so  that  the  user  may  focus  on  his  or  her  undesirable 
behaviors.  Evenings  and  weekends  are  used  to  intensify  this  focus  through 
therapy.  Inpatient  programs  otherwise  operate  much  like  day  treatment 
programs  and  include  prevention  strategies  for  the  user  and  his  or  her  family. 

Inpatient  programs  are  led  by  highly  trained  professionals,  usually 
physicians,  who  manage  multidisciplinary  and  interdisciplinary  teams  of 
professionals.  Not  only  are  these  programs  intense,  they  are  very  expensive; 
for  youth  who  do  not  require  the  intensity  of  inpatient  care,  less  costly  options 
should  be  explored. 

When  youth  do  require  inpatient  programs  and  cannot  afford  them,  treat- 
ment alternatives  seldom  exist.  The  penal  system  receives  youth  who 
graduate  to  crime,  and  State  hospitals  receive  the  mentally  ill.  These  public 
institutions  provide  structure  but  not  treatment  for  the  dangerous  abuser — 
yet  they  are  forced  to  house  users  in  large  numbers,  with  tax  dollars  paying 
the  bill.  The  cost  of  prisons  and  State  hospitals  differs  little  from  that  of 
treatment  programs,  but  they  lack  the  care  necessary  for  a healthy  and 
successful  recovery. 

When  the  patient  is  no  longer  a threat  to  self,  others,  or  property,  it  is 
appropriate  to  wean  him  or  her  to  a less-structured  program  such  as  day 
treatment.  Other  patients  on  their  own  are  able  to  keep  a rigorous  routine 
that  includes  90  AA  or  NA  meetings  in  90  days.  Home  programs  require  the 
same  rigor  as  other  outpatient  programs;  at  home,  loved  ones  shoulder  the 
responsibility  of  maintaining  limits  and  structure  after  school  and  on 
weekends. 

Treatment  Strategies  Focused  for  African  Americans 

Unique  factors  influence  the  development  of  African-American  youth. 
These  factors  arise  from  the  historical  oppression  and  suppression  of  African 
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Americans  as  an  ethnic/racial  group,  which  has  resulted  in  financial,  social, 
and  academic  disadvantages.  The  roots  of  this  oppression  are  in  slavery, 
although  even  300  years  later,  discrimination  against  African  Americans  and 
others  continues  based  on  skin  color. 

Developmentally,  oppression  fosters  the  same  sort  of  dependent  behavior 
seen  in  children.  At  the  other  extreme,  oppressed  human  beings  often  express 
rage  and  hostility,  which  require  medical  attention.  Denial  of  such  attention 
fosters  self-medicating,  which  explains  why  some  African  Americans  succumb 
to  alcohol  or  other  drug  use. 

Preventive  Strategies  for  African-American  Youth 

As  Ben  Franklin  said,  “An  ounce  of  prevention  is  worth  a pound  of  cure.”  It 
is  much  easier  to  stop  a problem  before  it  begins,  especially  when  it  comes  to 
the  grip  of  mind-altering  chemicals. 

The  poverty  in  which  many  African  Americans  grow  and  develop  results  in 
splintered  homes  where  parents  and  other  adult  role  models  must  struggle  to 
survive  themselves,  leaving  less  energy  for  their  families.  Survival  requires 
working  long  hours  and  finding  efficient  and  effective  escapes.  The  welfare 
system  itself  destroys  family  units  by  insisting  that  able  fathers  not  be  present 
in  the  home.  Such  families  usually  lack  the  resources  to  advocate  prevention 
of  alcohol  and  other  drug  use,  so  the  community  and  the  Government  must  j 
step  in. 

The  school  is  the  one  institution  that  by  law  is  supposed  to  touch  the  lives 
of  all  children.  Schools  provide  immunizations,  nutritional  programs,  clothing,  s 
and  supplies.  At  its  juncture  with  ongoing  health  care,  the  school’s  goal  shifts 
to  education,  not  medication  and  treatment.  But  the  hostile,  dependent  child  i 
will  not  learn,  and  treatment  becomes  necessary  for  academic  success. 
Centralizing  a medical  team  on  a school  campus  allows  the  school  building  to 
serve  a dual  purpose  and  works  extremely  well  in  low-income  and  racial/ethnic 
communities. 

'i 

This  medical  team  should  provide  general  health  care  and  screening;  j 
treatment  for  acute,  chronic,  and  convalescent  health  problems;  and  preven-  . 
tive  health  education  including  nutritional,  dental,  sexual,  chemical,  and  j 
abuse-related  concerns.  The  team  should  consist  of  clerical,  social- service,  !) 
psychological,  nursing,  and  medical  personnel.  Dentists,  nutritionists,  and 
other  specialists  and  therapists  also  need  to  be  available. 

Staffing  the  team  with  people  of  varied  cultural  backgrounds  is  important 
when  serving  youth.  Some  of  the  staff  should  share  the  cultural  background 
of  the  population  served,  so  that  healthy  role  modeling  and  identification  can 
take  place.  Both  the  academic  and  the  medical  staffs  should  network  with  the 
community  at  large  so  as  to  stay  in  touch  with  the  world  in  which  the  patients 
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and  students  grow  and  develop.  When  possible,  the  professionals  should 
advocate  for  youth  and  work  to  motivate  local  parents  and  other  adults  to  take 
| over  the  advocacy  role. 

Networking  with  existing  community  agencies  is  an  excellent  way  to  staff 
youth  service  organizations,  which  create  an  alternate  environment  for  youth 
susceptible  to  the  rugged  environment  of  the  streets.  Studies  indicate  that 
| exposure  to  such  alternatives  helps  youth  progress  into  mainstream  American 
lifestyles,  families,  and  careers. 

Intervention  Strategies  for  African-American  Youth 

Once  African-American  youth  succumb  to  alcohol  and  other  drug  use,  the 
! elements  that  first  seduced  them  keep  them  in  the  clutch  of  AOD  use. 
Professionals  trained  to  provide  preventive  services  in  the  African-American 
community  may  screen  clients  to  assess  their  risk  for  involvement  with  alcohol 
and  other  drugs.  Then,  three  tracks  should  be  set  up  for  thorough  coverage: 

I one  track  for  users,  another  for  those  who  have  close  emotional  ties  to  users, 
and  a third  track  for  those  who  are  at  high  risk  but  who  do  not  have  personal 
j or  interpersonal  experience  with  use. 

1 At  first,  after-school  and  weekend  programs  emphasizing  the  12  Steps 
should  be  tried,  preferably  located  in  a community  youth-service  agency.  If 
these  programs  fail,  the  next  level  of  intervention  must  be  tried. 

This  next  level,  aimed  at  the  regular,  habituated  AOD  user,  involves  more 
intense,  all-day  outpatient  programs  of  several  weeks’  duration.  All  activities 
except  sleep  should  be  centered  around  the  program,  and  careful  supervision 
of  the  user  must  continue  overnight,  preferably  by  the  parents.  Days  must  be 
highly  structured  and  scheduled  with  professional,  family,  and  peer-group 
components.  Such  programs  serve  as  a cost-effective  alternative  to  incarceration. 

When  habituation  and  addiction  advance  to  the  point  where  the  user  does 
not  stop  using  even  during  an  intense  outpatient  program,  inpatient  programs 
become  necessary.  In  these  programs,  the  user  resides  in  a 24-hour  residential 
treatment  facility  with  no  access  to  alcohol  or  other  drugs.  Patients  must 
detoxify  for  24  hours  and  be  sober  for  the  treatment  to  begin.  Because  youth 
I in  these  programs  are  removed  from  their  families,  it  is  especially  important 
that  professionals  in  such  facilities  are  sensitive  to  the  patient’s  cultural 
background. 

The  high  costs  of  day  and  inpatient  treatment  programs  place  these 
programs  out  of  reach  for  youth  whose  parents  will  not  or  cannot  pay  for  them. 
Sliding-scale  placements  and  scholarship  programs  are  few  compared  with 
I the  number  of  African-American  youth  who  need  treatment.  Creating  more 
day  and  inpatient  treatment  services  for  youth  must  be  a top  priority,  and 
! creative  funding  methods  must  follow.  Compared  with  the  hundreds  of 
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millions  of  dollars  this  country  spends  on  crisis  health  problems  related  to 
alcohol,  other  drugs,  and  other  risk  behaviors,  prevention  and  treatment  are 
cheap. 
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Treatment  Issues  Associated  With  Adolescents 
Who  Abuse  Alcohol  and  Other  Drugs 

Shirley  Gross 

j The  prevention  and  treatment  of  alcohol  and  other  drug  use  among  inner- 
city  adolescents  will  be  a major  challenge  for  health-care  providers  in  the 
i 1990’s.  Moreover,  the  treatment  issues  of  this  subpopulation  have  broad-based 
implications  for  the  majority  of  American  youth.  Criminal  and  health  statis- 
tics suggest  that  the  problem  of  alcohol  and  other  drug  use  among  adolescents 
is  no  longer  confined  to  major  urban  centers;  arrest  records  show  an  increase 
! in  organized-gang  drug  sales,  alcohol  and  other  drug-impaired  driving,  and 
possession  or  use  of  alcohol  and  other  drugs  among  rural  adolescents.  It  has 
I become  clear  that  a whole  new  market  has  been  developed  for  alcohol  and 
other  drugs  in  America.  If  left  unchallenged,  the  increasing  adolescent  con- 
J sumption  of  alcohol  and  other  drugs  threatens  to  destroy  an  entire  generation. 

There  are  myriad  reasons  for  the  increased  incidence  of  alcohol  and  other 
drug  use  in  adolescents.  While  numerous  studies  have  examined  the  causes 
(Abadinsky  1989;  Felde  et  al.  1989),  very  few  have  successfully  addressed  the 
intensification  of  those  causes  among  inner-city  adolescents.  The  fact  that 
S these  adolescents  have  been  exposed  to  heightened  levels  of  the  stimuli  that 
encourage  AOD  use  indicates  that  effective  treatment  strategies  developed  for 
them  could  be  helpful  models  in  the  development  of  similar  programs  for  rural 
and  suburban  adolescents. 

No  single  controlled  study,  presentation,  or  program  can  effectively  provide 
j a comprehensive  map  of  the  complex  factors  that  cause  alcohol  and  other  drug 
use.  In  order  to  create  a viable  treatment  program  for  any  community,  it  is 
i important  to  include  that  community.  Cooperative  collaborations  have  to  be 
constructed  to  include  grassroots  programs,  community-based  organizations, 
law  enforcement  agencies,  State  and  local  governments,  community  and  peer 
leaders,  religious  organizations,  and  the  scientific  community. 

The  Reagan  administration’s  declared  “war  on  drugs”  featured  an  attack 
j on  the  problem  from  several  fronts.  The  “battle  plan”  lists  several  components: 
j enforcement,  interdiction,  treatment,  education,  and  prevention.  The  five 
, components  in  and  of  themselves  are  well  thought  out  and  represent  the  best 
] strategies  available  to  us  at  the  time.  However,  the  overemphasis  placed  on 
I some  strategies  and  the  comparative  neglect  of  others  mitigate  the  plan’s 
effectiveness  in  inner-city  settings.  During  this  effort,  the  enforcement  and 
interdiction  components  received  a 70  percent  boost  in  funding,  while  the 
treatment,  education,  and  prevention  components  enjoyed  an  average  funding 
increase  of  about  4 percent.  This  funding  policy  has  had  an  adverse  effect  on 
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the  human  resources  of  inner-city  communities.  Instead  of  decreases  in  alcohol 
and  other  drug  use  among  adolescents,  the  aggressive,  financially  beefed-up 
enforcement  effort  resulted  in  the  institutionalization  of  a disproportionate 
number  of  that  population.  This  effort  also  led  to  the  stigmatization  of 
inner-city  communities  through  concentrated  targeting  of  them. 

Overly  enthusiastic  law  enforcement  efforts,  along  with  the  accompanying 
negative  media  attention,  effectively  isolate  those  communities  they  intend  to 
serve.  Stigmatization  severs  the  community  from  the  very  resources  it  needs 
to  revitalize  itself.  With  the  advent  of  increased  arrest  statistics,  a community 
is  in  effect  redlined — that  is,  deemed  too  much  of  a risk  to  be  considered  by 
financial  institutions  as  an  area  for  investment.  This  denies  the  community 
the  chance  to  create  the  type  of  economic  viability  and  the  employment, 
recreational,  and  educational  opportunities  that  are  necessary  to  prevent 
adolescent  use  of  alcohol  and  other  drugs. 

Interdiction  has  not  been  as  effective  as  it  could  be  for  similar  reasons — the 
policy  does  not  take  into  account  the  underlying  causes  of  alcohol  and  other 
drug  use.  It  is  not  possible  to  control  the  foreign  production  of  illicit  drugs,  or 
even  to  control  the  borders  of  the  United  States  to  prevent  those  drugs  from 
entering,  as  long  as  there  is  a demand  for  illicit  drugs  and  a profit  to  be  made 
from  their  sale. 

i 

Suggestions  have  been  made  in  some  circles  that  the  legalization  and 
subsequent  regulation  of  illicit  drugs  should  be  considered  a viable  solution 
to  America’s  drug  problem.  Care-provider  experience  with  alcohol,  a “legal, 
regulated  drug,”  indicates,  however,  that  legalization  and  regulation  do  not 
decrease  the  incidence  of  addiction  and  dependency  among  its  users.  Nor  do 
they  mitigate  the  social  dysfunctions  associated  with  alcohol  abuse. 

The  limited  success  of  the  aforementioned  efforts  and  proposals  points  to 
the  neglected  options — treatment,  education,  and  prevention — as  the  most 
effective  tools  in  the  struggle  against  alcohol  and  other  drug  use  among 
adolescents.  It  is,  therefore,  logical  for  affected  communities  to  call  on  the 
Federal  Government  to  rethink  its  funding  priorities.  Treatment,  education, 
and  prevention  have  proved  effective  in  making  the  changes  in  community- 
norms  that  need  to  take  place  in  order  to  combat  addictive  behaviors. 

A positive  parallel  can  be  drawn  to  efforts  to  treat  and  prevent  smoking.  In 
recent  years,  massive  funding  has  been  placed  in  anti-smoking  treatment,  j 
education,  and  prevention  efforts,  with  little  or  no  increase  in  funding  for 
interdiction  or  enforcement.  The  result  has  been  the  creation  of  a collective 
community  norm  that  makes  smoking  less  socially  acceptable  and  therefore 
less  prevalent.  The  anti-smoking  effort  is  particularly  significant  in  this 
discussion,  because  tobacco  is  considered  one  of  the  first  gateway  drugs  toward 
alcohol  and  other  drug  use.  While  not  totally  effective,  the  anti-smoking  effort  jt 
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has  made  great  strides  in  reversing  and  preventing  America’s  addiction  to 
tobacco. 

It  may  be  helpful  to  examine  the  treatment  model  the  anti-smoking  effort 
offers  us.  Government  health  officials  approached  the  task  in  exactly  the 
opposite  manner  in  which  they  approached  alcohol  and  other  drug  abuse.  The 
prohibition  of  tobacco  products  was  never  considered,  largely  because  of  the 
tobacco  industry’s  strong  lobbying  efforts.  Health  officials  were  forced  to  act 
creatively  in  designing  a strategy  to  eradicate  this  widely  recognized  health 
hazard.  They  were  forced  to  look  at  prevention,  treatment,  and  education  as 
their  primary  tools  in  countering  the  adverse  health  effects  of  tobacco 
consumption. 

The  first  step  in  the  effort  was  to  recognize  officially  that  tobacco  consump- 
tion was  a health  risk  and  to  declare  that  addiction  to  tobacco  products  was  a 
medical  problem,  not  just  a bad  habit  among  people  who  lacked  self-discipline. 
To  that  end,  the  Surgeon  General  issued  a report  that  linked  tobacco  use  with 
cancer.  Research  was  conducted  that  documented  the  psychological  and 
physiological  effects  of  tobacco  consumption.  Next,  treatment  methods  had  to 
be  created  to  address  those  effects. 

Community-based  organizations  were  enlisted  in  the  design  of  community- 
specific  anti-tobacco  campaigns.  The  Government  made  long-term  funding 
commitments  to  these  groups,  which  allowed  for  community  input  into  the 
interventions  that  were  used  in  the  community.  The  interventions  took  into 
consideration  the  cultural  and  ethnic  norms  of  the  targeted  communities, 
which  resulted  in  the  design  of  interventions  and  prevention  strategies  that 
decreased  the  social  acceptability  of  tobacco  use.  Indeed,  much  anti-tobacco 
legislation  was  inspired  by  these  grassroots  efforts. 

Community  empowerment  is  critical  in  the  design  of  any  treatment  pro- 
gram. Without  community  input,  the  rate  of  participation  in  any  program  will 
be  negligible  at  best.  For  the  same  reason,  cultural  and  ethnic  factors  also 
must  be  considered  in  the  design  of  any  treatment  program.  The  program  must 
be  flexible,  adjusting  to  the  community  it  was  created  to  serve  instead  of  the 
converse. 

Economic  and  social  factors  dictate  that  inner-city  programs  for  treating 
alcohol  and  other  drug  abuse  must  be  flexible  in  their  strategies.  Accessibility 
must  be  of  prime  consideration  in  order  to  encourage  use  of  the  facility. 
Centralization  of  services  is  important  due  to  the  burden  that  paying  for 
transportation  would  inflict  on  low-income  clients.  Mobility  should  be  another 
feature  of  any  community-based  treatment  facility;  some  clients  will  not  be 
able  to  go  to  a traditional  treatment  facility,  so  the  facility  will  have  to  go  to 
them.  Flexibility  in  scheduling  is  also  essential.  Many  clients  follow  a non- 
traditional  schedule  and  cannot  access  a business-hours-only  facility.  Finally, 
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the  community  must  have  a long-term  commitment  of  service  from  the 
treatment  facility.  Studies  show  that  in  order  to  be  effective,  treatment  must 
be  sustained  over  a long  period  of  time. 

Community  members  must  feel  that  they  have  some  control  of  the  environ- 
ment they  are  expected  to  place  their  adolescents  into.  African  Americans,  as 
a whole,  tend  to  distrust  Government  facilities  due  to  grim  past  experiences 
with  them;  in  fact,  inner-city  communities  have  a pervasive  fear  of  genocide 
being  visited  upon  them  under  the  guise  of  a Government  health-treatment 
program.  The  example  of  the  U.S.  Public  Health  Service’s  Tuskegee  syphilis 
experiment  of  1932,  in  which  400  African-American  men  were  infected  with 
syphilis  and  left  untreated,  is  often  cited  as  a reason  why  African  Americans 
refuse  to  participate  in  Government-sponsored  health  programs.  As  a conse- 
quence of  these  beliefs,  African  Americans  are  less  likely  than  others  to  seek 
early  medical  treatment;  instead,  most  wait  until  the  problem  becomes  so 
severe  that  it  can  no  longer  be  tolerated.  Community  input  into  the  design  of 
treatment  programs  is  important  because  it  is  the  one  opportunity  for  those 
most  affected  by  the  problem  to  gain  control  of  their  recovery. 

The  establishment  of  a Community  Advisory  Board  should  be  the  first  step 
in  the  implementation  of  any  community  program  to  treat  alcohol  or  other 
drug  abuse.  Each  institution  that  contributes  to  the  leadership  of  that  par- 
ticular community,  such  as  the  churches,  should  be  represented  on  the 
advisory  board.  Equally  important  is  the  inclusion  of  some  representative  of 
the  program’s  target  population  to  ensure  humane  and  proper  treatment  of 
the  program’s  clients.  Members  of  the  professional  community  should  be 
represented  at  the  board  meetings  to  provide  information  and  advice. 

In  addition  to  his  or  her  day-to-day  duties  of  managing  the  facility  and  staff, 
the  program  director  should  act  as  a liaison  on  treatment  issues  between 
Government  agencies,  private  funding  sources,  and  the  community.  The 
treatment  facility  should  endeavor  to  become  a part  of  the  community;  the 
residents  must  be  made  to  feel  that  they  are  equal  partners  in  the  provision 
of  their  health  care.  Adolescents  in  particular  tend  to  withhold  cooperation  if 
they  are  made  to  feel  that  they  are  being  worked  on  as  opposed  to  being  worked 
with. 

External  Factors 

Many  external  factors  contribute  to  alcohol  and  other  drug  use  among 
inner-city  adolescents.  These  children  are  inundated  with  images  and  social 
patterns  that  have  been  shown  to  contribute  to  alcohol  and  other  drug  abuse. 
For  starters,  inner-city  residents  tend  to  be  disadvantaged,  members  of 
racial/ethnic  groups,  and  largely  undereducated.  According  to  the  U.S.  Cen- 
sus, 59  percent  of  all  African  Americans  lived  in  the  central  cities  in  1980.  The 
residents  of  these  communities  have  little  hope  of  leaving  these  circumstances. 
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In  the  past,  most  urban  areas  attracted  racial/ethnic  and  immigrant 
populations  through  the  promise  of  entry  into  the  workforce  and  hence  into 
the  mainstream  of  American  society.  In  early  immigrations,  this  avenue  into 
society  was  very  effective.  Wave  after  wave  of  European  immigrants  were  very 
successful  in  entering  the  American  mainstream.  As  each  group  of  immigrants 
gained  a toehold  in  the  American  economy,  the  low-end  neighborhoods  were 
passed  on  intact  to  successive  waves  of  immigrants.  Unfortunately,  this 
avenue  was  not  as  effective  when  those  neighborhoods  came  to  be  occupied  by 
people  of  color.  African  Americans  were  not  afforded  the  opportunity  of 
homogenization  through  true  integration  into  society. 

In  most  inner  cities,  the  pattern  of  segregation  is  more  severe  than  it  was 
prior  to  the  institution  of  fair-housing  laws.  Income  level  has  been  removed 
as  a factor  determining  the  housing  opportunities  of  African-American 
families. 

As  the  White  workforce  flees  the  inner  cities,  their  workplaces  follow  them. 
This  informal  segregation  has  succeeded  in  effectively  circumventing  fair- 
housing  laws  and  has  served  to  exacerbate  inner-city  unemployment.  These 
factors  limit  the  options  available  to  the  African-American  family.  The 
majority  of  middle-  and  low-income  African-American  families  are  in  effect 
restricted  to  the  inner  cities,  with  little  hope  of  escape. 

Due  to  the  mass  exodus  of  jobs  and  Whites  to  the  suburbs  and  rural  areas, 
the  infrastructure  of  inner  cities  has  been  neglected  and  allowed  to  fall  into 
decay.  Without  the  revenue  of  the  industries  that  formerly  occupied  these 
areas,  cities  are  hard  pressed  to  provide  quality  education,  recreational 
opportunities,  or  alternative  vocational-training  programs. 

It  is  not  surprising,  then,  that  the  income  gap  between  African-American 
and  White  households  continues  to  increase.  The  median  income  of  African- 
American  families  in  1981  was  $13,270;  the  median  family  income  of  Whites 
was  approximately  $10,000  higher.  One  of  every  three  African  Americans 
(34  percent)  lived  below  the  poverty  level  in  1981.  Unemployment  among 
African  Americans  in  1982  was  18.9  percent — double  the  White  rate  of 
8.6  percent.  This  lack  of  economic  opportunity  contributes  to  family  dysfunc- 
tion. The  high  mortality  rate  of  young  African-American  males,  coupled  with 
their  rate  of  institutionalization,  has  created  a critical  shortage  of  positive 
male  role  models  in  the  family,  as  well  as  a large  increase  in  the  number  of 
female-headed  households. 

The  nature  of  today’s  economy  does  not  allow  for  the  mobility  of  those  who 
currently  occupy  the  inner  cities.  Automation  and  the  elimination  of  entry- 
level  positions  have  placed  a formidable  barrier  in  the  path  of  the  inner-city 
adolescent.  The  heavy  emphasis  on  service  industries  has  created  a new  type 
of  entry-level  employment — low-paying  jobs  that  offer  no  opportunity  for 


152 


YOUTH  AT  RISK 


advancement  within  the  corporate  structure.  More  and  more,  management 
positions  are  being  filled  by  applicants  from  outside  the  company  who  have 
received  higher  education  or  other  vocational  training.  No  longer  can  African- 
American  adolescents  expect  to  receive  training  that  will  allow  them  to 
advance  beyond  the  first  job  they  enter  at  the  company.  This,  added  to  the 
dwindling  enrollment  rate  of  African  Americans  in  postsecondary  schools, 
points  to  a deepening  lack  of  employment  opportunities  for  African-American 
adolescents. 

I 

One  of  the  worst  problems  created  by  the  lack  of  economic  opportunity  in 
inner-city  African-American  communities  is  the  advent  of  crack-cocaine  sales 
as  a source  of  income  for  adolescents.  Crack-cocaine  sales  have  become  an  j 
effective  recruitment  tool  for  local  gangs  due  to  the  lack  of  alternatives;  the 
lure  of  potentially  staggering  amounts  of  money  becomes  overwhelming.  In 
any  impoverished  area,  if  no  positive  role  models  are  provided  for  youth,  they 
will  seek  their  own.  All  too  often,  the  role  models  these  impressionable 
adolescents  choose  are  local  drug-dealing  gang  members.  It  is  clear  that  these 
youth  must  be  offered  viable  alternatives  to  the  sale  of  illicit  drugs  as  a means 
of  escape  from  the  oppression  of  poverty. 

The  crack-cocaine  trade  also  contributes  to  the  high  homicide  rate  among 
African-American  youth.  Within  the  United  States,  as  in  other  Western 
countries,  homicide  rates  are  highest  in  large  cities.  Numerous  studies  con- 
ducted over  many  years  note  that  violent  crime,  its  offenders,  and  its  victims 
are  most  often  found  in  urban  areas  characterized  by  low  income,  physical 
deterioration,  welfare  dependency,  disrupted  families,  lack  of  social  supports, 
low  levels  of  education  and  vocational  skills,  high  unemployment,  high  propor- 
tions of  single  males,  overcrowded  and  substandard  housing,  low  rates  of  home 
ownership  or  single-family  dwellings,  mixed  land  use,  and  high  population 
density.  Making  matters  worse,  television  programs,  movies,  and  printed 
media  frequently  present  violence  as  entertainment  to  the  public  (DHHS 
1990).  This,  coupled  with  the  images  projected  by  older  gang  members  who 
are  engaged  in  recruiting  ever-younger  members  into  their  lifestyles,  presents 
an  overwhelming  temptation  for  youth  to  buy  into  that  lifestyle — which  is  why 
African-American  males  have  a 1 in  21  lifetime  chance  of  becoming  a homicide 
victim.  The  chance  for  White  males  is  1 in  131.  African-American  females  have 
a 1 in  104  lifetime  chance  of  becoming  a homicide  victim.  The  chance  for  White 
females  is  1 in  369  (DHHS  1990,  p.  160). 

Just  as  they  are  bombarded  with  violent  images  by  the  entertainment 
media,  African-American  adolescents  are  targeted  by  alcohol  industry  adver- 
tisements through  direct  and  subliminal  methods.  Oakland,  CA,  for  example, 
has  been  particularly  hard  hit  by  a saturation  campaign  from  the  malt-liquor 
industry.  The  campaign  is  similar  to  most  media  campaigns  directed  at  youth 
(alarming  in  itself,  seeing  that  alcohol  consumption  is  illegal  for  minors);  all 
visuals  feature  young  people  consuming  the  alcohol  product,  becoming  popular 
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as  a result,  and  using  the  product  to  lower  sexual  inhibitions.  One  television 
advertisement  uses  rap  music  to  tout  a malt  liquor  guaranteed  to  “get  your 
lady  in  the  mood  quicker.” 

The  imagery  in  these  campaigns  alone  is  appalling,  but  the  industry  does 
not  stop  there.  The  campaign  strategy  also  includes  discounting  the  product 
at  the  local  mom-and-pop  grocery  stores  that  pepper  the  African-American 
community.  Throughout  these  stores,  signs  advertise  malt  liquor  at  the 
unseemly  low  price  of  two  16-ounce  cans  for  99  cents.  The  choice  of  these  types 
of  stores  as  distribution  points  is  significant,  in  that  the  profit  margin  of  small 
businesses  is  known  to  be  small  compared  with  that  of  large  retailers.  This 
small  profit  margin  gives  the  store  owner  the  impetus  to  increase  sales  volume 
by  ignoring  the  age  requirement  for  buying  alcohol.  Even  if  the  grocer  were 
morally  opposed  to  selling  alcohol  to  adolescents,  the  competition  created  by 
those  merchants  who  will  sell  them  the  discounted  alcohol  forces  the  grocer 
to  respond  in  kind.  This  practice  creates  ever-younger  adolescent  alcohol 
users. 

Internal  Factors 

Family  support  is  one  of  the  most  critical  pillars  in  the  building  of  personal 
self-esteem  in  adolescents.  Family  participation  thus  should  be  the 
cornerstone  of  any  treatment  program  for  adolescents.  The  parental  environ- 
ment is  the  most  crucial  of  all,  shielding  adolescents  from  the  often  hostile 
external  environment  and  preparing  them  to  withstand  whatever  adversity 
arises.  As  the  Report  of  the  Secretary’s  Task  Force  on  Black  and  Minority 
Health  (DHHS  1990)  states: 

A review  of  the  family  and  behavior  patterns  of  African 
Americans  reveals  that  among  the  African-American  popula- 
tion, kinship  and  family  ties  are  extremely  important.  Those 
ties  often  form  the  basis  of  a network  of  mutual  support  that 
can  provide  material,  emotional,  and  social  resources  to  family 
members  in  distress. 

So,  in  order  to  prevent  alcohol  and  other  drug  abuse  among  inner-city 
adolescents,  the  stressors  associated  with  membership  in  a dysfunctional 
family  unit  must  be  treated. 

Solutions 

The  treatment  of  alcohol  and  other  drug-using  youth  can  be  addressed  only 
through  a multidisciplinary  approach.  The  complexities  involved  in  treating 
these  adolescents  demand  that  peripheral  problems  be  addressed  as  well. 
Community  treatment  facilities  should  be  equipped  to  deal  with  the  whole 
person,  not  just  the  most  glaring  symptom  presented  at  the  time  of  contact.  A 
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community  treatment  facility  must  provide  or  facilitate  the  provision  of  a 
psychosocial  support  system  for  the  clients  and  their  families.  Proper  evalua- 
tion of  the  individual  circumstances  of  the  adolescent  client  is  critical  in 
prescribing  the  treatment  needed  to  break  or  prevent  the  cycle  of  alcohol  and 
other  drug  abuse.  The  following  paragraphs  outline  the  components  that 
should  be  considered  in  designing  a comprehensive  treatment  program  for 
adolescent  users  of  alcohol  and  other  drugs. 

Components  of  Treatment 

Mental  Health 

Mental-health  services  should  be  made  available  to  the  adolescent  client 
on  an  outpatient  basis.  The  treatment  should  take  various  forms  including 
individual,  family,  and  group  therapy.  Access  to  such  treatment  would  enable 
early  detection  of  factors  that  may  lead  to  continued  or  deepening  use  of 
alcohol  and  other  drugs;  such  early  access  allows  for  more  effective  treatment 
of  symptoms  at  their  onset. 

All  too  often,  African-American  adolescents  access  mental-health  services 
after  the  critical  stage,  when  institutionalization  is  required.  Statistics  for 
1975  reported  by  the  President's  Commission  on  Mental  Health  (NIMH  1978) 
show  that  African  Americans  under  age  18  were  more  than  twice  as  likely  to 
be  admitted  to  State  and  county  mental  hospitals  as  Whites,  who  were  treated 
more  often  on  an  outpatient  basis. 

Life-Skills  Training 

Adolescents  must  be  taught  life  skills  that  enable  them  to  cope  with  the 
perils  that  exposure  to  alcohol  and  other  drugs  presents.  A life-skills  training 
(LST)  program  in  conjunction  with  a mentoring  and  diversion  program  has 
proved  to  be  most  effective  in  the  treatment  of  alcohol  and  other  drug  use 
among  adolescents. 

The  general  thrust  of  the  LST  intervention  model  is  to  provide  adolescents 
with  the  knowledge  and  skills  they  need  to  resist  social  influences  and  other 
motives  for  using  alcohol  and  other  drugs. 

It  is  hypothesized  that  participants  who  acquire  or  improve  these  life  skills 
will  gain  an  increased  sense  of  self-esteem,  self-confidence,  self-mastery,  and 
control.  In  addition,  some  skills  taught  as  positive  coping  strategies  can  serve 
as  alternatives  to  abusing  alcohol  and  other  drugs. 
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Some  of  the  cognitive-behavioral  techniques  used  in  LST  follow. 

• Cognitive  strategies  for  enhancing  self-esteem,  such  as  goal-setting, 
behavior-change  techniques,  and  replacing  negative  self-assessments 
with  positive  ones; 

• Techniques  for  resisting  advertising  appeals,  such  as  identifying  per- 
suasive ad  appeals  and  formulating  counter-arguments  to  them; 

• Techniques  for  coping  with  anxiety,  such  as  relaxation  training,  mental 
rehearsal,  and  guided  imagery; 

• Verbal  and  nonverbal  communication  skills;  and 

• Assertive  skills,  such  as  refusals,  requests,  and  expressions  of  feelings. 

These  skills  are  taught  using  a combination  of  instruction,  modeling, 
rehearsal,  feedback,  and  reinforcement  in  a 6-week  series  of  12  hour-long  focus 
sessions  plus  homework  assignments  (Botvin  1983). 

Parenting  Instruction 

Parenting  skills  are  not  innate.  The  skills  parents  need  to  ensure  their 
adolescents’  proper  development  must  be  gained  through  instruction.  In 
normally  functioning  families,  these  skills  are  passed  on  through  the  genera- 
tions; the  destructive  forces  visited  upon  the  inner-city  family  have  severed 
this  important  mode  of  instruction. 

Most  young  parents  strive  to  teach  their  children  to  avoid  the  life  errors 
they  themselves  have  made  in  response  to  external  factors.  While  that  same 
desire  to  protect  their  children  is  present  in  inner-city  parents  who  are 
themselves  products  of  dysfunctional  families,  they  lack  the  valuable  resource 
of  a grandparent  or  elder  whom  they  could  ask  for  advice  on  the  problems  at 
hand. 

Mentoring 

Of  particular  interest  is  the  growing  mortality,  dropout,  unemployment, 
gang-involvement,  and  alcohol  and  other  drug  use  rates  among  African- 
American  male  adolescents.  African-American  boys  are  affected  to  a much 
greater  extent  than  are  girls  by  the  absence  of  a positive  male  role  model  in 
the  family  environment.  This  statement  is  not  meant  to  diminish  the  effect  of 
this  absence  on  female  African-American  adolescents;  it  is  simply  a reflection 
of  statistics  that  show  that  males  are  less  able  to  cope  with  the  situation  than 
females. 

One  of  the  factors  that  put  African-American  males  at  risk  is  their  develop- 
ment, early  on,  of  an  alienation  from  the  American  educational  system.  That 
alienation  persists,  in  most  cases,  throughout  their  entire  academic  careers, 
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manifesting  itself  in  progressively  lower  test  scores  and  an  ever-increasing 
dropout  rate.  The  public  education  system  uses  these  low  academic  test  scores 
to  pigeonhole  African-American  male  students  into  nonstimulating  and  in- 
ferior curriculums.  As  Nancy  Amez  (1978)  states: 

In  505  school  districts  in  Alabama,  Georgia,  South  Carolina, 
Mississippi,  and  Arkansas,  which  had  classes  for  those  labeled 
as  [educable  mentally  retarded],  over  80  percent  of  the  stu- 
dents so  labeled  were  Black,  although  less  than  40  percent  of 
the  total  school  district  was  Black. 

Amez  also  found  that,  although  a biased  IQ  test  played  a major  role  in 
producing  the  racial  disproportions,  the  vulnerability  of  African-American 
children  to  the  labeling  process  persisted  into  subsequent  classification  stages. 
The  study  indicated  that  disproportionately  more  of  the  “eligible”  African- 
American  children  were  actually  recommended  for  placement  into  special 
classrooms,  while  disproportionately  fewer  eligible  White  children  were 
recommended  for  such  placement.  A large  percentage  of  the  African-American 
children  in  this  study  were  males. 

An  examination  of  the  possible  cause  of  the  African-American  male’s 
alienation  from  the  educational  system  points  to  the  lack  of  positive  male  role 
models  available  to  them  within  that  system.  Recent  Equal  Employment 
Opportunity  Commission  (EEOC)  data  revealed  that  83  percent  of  all  elemen- 
tary school  teachers  in  1976  were  females,  and  only  10.1  percent  of  this 
number  were  African-American  females.  African  Americans  constituted  only 
1.2  percent  of  the  17  percent  of  elementary  teachers  who  were  male.  Further- 
more, 45.7  percent  of  all  full-time  secondary  school  teachers  were  female,  with 
African-American  females  making  up  5.1  percent  of  this  total;  African- 
American  males  accounted  for  just  3.3  percent  of  the  54.3  percent  male 
teachers  (Kunjufu  1985).  It  is  quite  conceivable  that  a majority  of  African- 
American  male  students  could  spend  their  entire  academic  careers  in  the 
public  school  system  and  never  come  into  contact  with  an  African-American 
male  teacher,  counselor,  or  administrator.  The  African-American  community 
must  assume  responsibility  for  filling  this  vacuum  created  by  the  lack  of 
positive  male  role  models  in  the  educational  system.  The  need  exists  for  the 
intervention  of  ordinary  African-American  males,  from  all  walks  of  life,  to 
assume  the  responsibility  of  assisting  young  African-American  males  in  their 
journey  into  manhood. 

Efforts  should  be  made  to  recruit  strong,  positive  male  role  models  from  the 
targeted  African-American  community  to  mentor  male  adolescents.  Female 
community  members  should  do  the  same — in  fact,  all  adult  members  of  the 
community  must  be  made  aware  of  their  obligation  to  participate  in  the 
development  of  adolescents.  Several  curriculums  and  guides  exist  that  would 
be  useful  in  implementing  organized  mentoring  programs  in  inner  cities. 
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Mentorship  has  so  far  proved  to  be  one  of  the  most  effective  tools  for  transfer- 
ing  traditional  values  and  community  mores  across  generational  lines.  A 
mentoring  program  is  one  of  the  most  effective  ways  of  showing  adolescents 
that  viable  alternatives  are  available  to  them  as  they  make  life  choices. 

Legal  Services 

A disproportionate  number  of  African-American  adolescents  are  currently 
entering  the  criminal-justice  system  simply  because  they  do  not  have  access 
to  proper  legal  representation.  Such  representation  is  needed  as  the  primary 
avenue  toward  diversion  programs. 

Home  detention  of  adolescents  is  an  alternative  to  institutional  incarcera- 
tion. A comprehensive  program  would  allow  for  tracking  the  subjects  to 
determine  their  rate  of  repeat  offenses.  Case  managers  would  also  be  able  to 
identify  peripheral  client  issues,  which  could  shed  light  on  the  causes  that 
placed  their  clients  at  risk  for  entanglement  in  the  criminal-justice  system. 

Recent  studies  indicate  that  family  members  are  the  most  important  role 
models  for  youth  in  their  formative  years  (Akbar  1985).  As  in  all  families,  the 
moral,  social,  and  ethical  values  of  disadvantaged  youth  come  primarily  from 
the  head  of  the  family.  It  stands  to  reason  that  if  the  family  has  become 
dysfunctional  due  to  one  of  the  family  heads  being  in  prison,  the  youth  who 
lives  amid  that  dysfunction  will  develop  a fatalism  toward  the  criminal-justice 
system  and,  in  a larger  sense,  toward  society  as  a whole. 

For  such  adolescents,  induction  into  the  criminal-justice  system  is  the 
genesis  of  a downward  spiral  that  often  ends  in  a totally  nonproductive  and 
societally  destructive  life.  Closing  the  doors  of  opportunity  through  unneces- 
sary incarceration  creates  a domino  effect  of  failure  in  a disadvantaged  youth 
that  is  nearly  impossible  to  arrest  at  any  point  after  it  starts.  Every  treatment 
program  should  hire  an  attorney  whose  specialty  is  family  law  to  oversee  the 
creation  and  implementation  of  a comprehensive  home-detention  program.  In 
such  a program,  youthful  offenders  who  qualify  for  diversion  would  be 
detained  and  observed  in  their  home  environment  as  an  alternative  to  institu- 
tional incarceration. 

This  arrangement  would  allow  for  two  positive  interventions  by  the  treat- 
ment program.  First,  criminal-justice-system  requirements  would  be  satisfied 
through  the  use  of  individual,  6-month  to  1-year  case  management  of  the 
youthful  offender.  The  second,  and  more  important,  benefit  to  be  gained  from 
such  a program  would  be  the  ability  of  the  program’s  lawyer  to  render  legal 
services  to  the  offender’s  entire  family.  Disadvantaged  youthful  offenders 
often  face  a variety  of  fractious  legal  issues  in  their  family  lives  (such  as  child 
custody,  child  support,  visitation  issues,  and  physical  abuse)  that  contribute 
to  the  AOD  offense  for  which  they  were  arrested.  Each  AOD-treatment 


158 


YOUTH  AT  RISK 


program  should  be  equipped  to  deal  with  these  comprehensive  family  legal 
issues. 


Vocational  Training 

Vocational  training  and  tutoring  programs  would  provide  useful  tools  to 
recovering  adolescents.  First,  the  adolescents  should  be  offered  comprehen- 
sive testing  to  determine  the  area  most  suited  to  their  skill  level  for  entry  into 
the  work  force.  Every  effort  should  then  be  made  to  channel  each  client  into 
the  vocational  or  educational  training  that  most  fits  his  or  her  interests.  If 
clients  are  secondary  school  dropouts  or  pushouts,  they  should  be  offered  the 
opportunity  to  work  toward  a GED.  These  two  steps  would  go  a long  way 
toward  providing  the  client  with  much-needed  self-esteem  and  hope  for  the 
future. 

Community  businesses  should  be  recruited  to  assist  in  the  vocational- 
training  program.  Most  businesses  recognize  that  they  have  a vested  interest 
in  the  development  of  their  future  work  force.  Most  businesses  are  also  finding 
that  the  current  education  system  is  unable  to  provide  them  with  workers  who 
have  the  minimal  skills  necessary  to  adapt  to  the  ever-changing  marketplace. 
Many  businesses  thus  have  internships  and  entry-level  training  programs  in 
place.  These  resources  could  be  a great  boon  to  community  programs  for 
African-American  adolescents. 

A job-development  counselor  should  be  made  available  to  clients  as  well.  If 
funds  are  available,  it  would  be  helpful  if  the  same  services  could  be  made 
available  to  other  family  members.  It  cannot  be  stressed  too  often  that  the  best 
treatment  approach  to  adolescent  use  of  alcohol  and  other  drugs  treats  the 
adolescent’s  family  environment. 

Conclusion 

The  problems  unique  to  inner-city  existence  in  this  country  have  been  well 
documented.  Any  given  evening,  one  can  tune  in  any  of  the  major  television 
networks  and  find  a report  on  the  desperate  plight  of  inner-city  dwellers.  What 
the  media  do  not  offer  is  solutions  to  that  plight.  It  is  simple  enough  to  point 
to  a problem  and  call  for  somebody  to  please  do  something  about  it;  it  is  far 
more  difficult  to  roll  up  one’s  sleeves  and  actually  work  toward  a solution  to 
that  problem. 

It  is  difficult  to  be  a problem  solver  in  this  day  and  age.  Those  seeking  to 
start  a viable,  comprehensive  treatment  center  in  their  communities  face 
formidable  obstacles,  such  as  the  conservative  mood  of  the  Nation.  As  America 
faces  tough  and  uncertain  economic  times,  the  call  grows  ever  louder  for  cuts 
in  “social  spending.”  But  this  call  should  not  discourage  anyone  from  attempt- 
ing to  provide  his  or  her  community  with  the  services  it  needs.  On  the  contrary, 
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it  should  serve  as  a wake-up  call — a reminder  of  the  need  for  community 
support  and  independence  for  any  program  that  is  to  be  developed  for  use  by 
members  of  that  community. 

! Those  communities  most  in  need  must  take  responsibility  for  their  own 
! welfare.  Inner-city  communities  contain  many  resources  that  remain  un- 
tapped by  community-service  providers.  In  addition,  there  are  resources  that 
j maintain  emotional  and  sentimental  ties  to  the  community  even  though  they 
are  no  longer  physically  located  within  it.  An  example  of  such  secondary 
resources  is  the  emerging  number  of  African-American  mental-health  profes- 
| sionals.  While  they  have  long  believed  that  current  psychological  evaluation 
instruments  and  the  biased  interpretation  of  their  results  are  major  impedi- 
ments to  the  design  of  culturally  relevant  mental-health  treatment  for  inner- 

I city  dwellers,  these  professionals  have  made  little  effort  to  develop  a truly 
i viable  instrument  to  use  in  inner  cities.  Such  an  instrument  would  be  invalu- 

I I able  in  assessing  the  true  extent  of  the  individual’s  needs  at  the  point  of  intake 
: and  would  greatly  assist  in  the  development  of  appropriate  interventions.  The 

lack  of  such  an  instrument  allows  for  the  waste  of  valuable  resources  without 
benefit  to  the  clients. 

Communities  must  be  made  to  realize  that  the  solutions  to  their  problems 
must  be  generated  from  within.  Any  treatment  facility  operating  in  any 
community  should  act  as  a conduit  for  that  community’s  internal  solutions, 
not  as  an  autocracy.  Until  this  is  understood  and  practiced,  it  will  be  difficult 
for  any  community-based  organization  to  create  and  maintain  the  services 
that  will  be  needed  well  into  the  next  century. 
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Family 


The  Role  of  the  Family  in  Alcohol  and 
Other  Drug  Use  Prevention 

Law  ford,  L.  Goddard 

The  family  is  important  in  preventing  alcohol  and  other  drug  use  simply 
because  it  serves  as  the  primary  arena  of  human  existence  and  development 
is  the  main  transmitter  of  a people’s  culture.  A family  is  best  defined  as  a group 
of  people  who  are  biologically  and  spiritually  connected  and  whose  members’ 
relations  to  each  other  and  the  outside  world  are  governed  by  a particular  set 
of  cultural  beliefs,  historical  experiences,  and  behavioral  practices.  As  such, 
the  family  serves  to  transmit  from  generation  to  generation  the  codes  of 
conduct  that  guide  and  direct  the  group’s  relationships  with  other  groups  as 
well  as  among  its  own  members.  The  family  serves  as  the  arena  for  preparing 
the  young  to  meet  the  traditional  expectations  and  contemporary  challenges 
of  their  society  as  well  as  to  live  in  accordance  with  the  social  and  cultural 
dictates  of  their  time. 

As  society  becomes  more  mechanized  and  automated  with  the  onset  of  the 
computerized  21st  century,  two  old-fashioned  concepts — family  and  culture — 
will  emerge  as  important  instruments  in  the  preservation  of  humaneness.  The 
importance  of  culture,  in  this  context,  is  that  it  provides  humans  with  a 
“general  design  for  living  and  patterns  for  interpreting  reality”  (Nobles  1985). 
In  fact,  nothing  human  exists  outside  culture.  Combined  with  other  historical, 
socioeconomic,  and  political  factors,  culture  gives  meaning  to  the  issues  and 
circumstances  of  life.  When  combined,  the  concepts  of  family  and  culture 
clarify  as  well  as  complicate  the  understanding  of  human  reality. 

A wide  cross-section  of  social  scientists  and  human-service  practitioners 
have  begun  to  appreciate  the  central  role  culture  plays  in  society.  Accordingly, 
and  inasmuch  as  culture  gives  people  a general  design  for  living  and  for 
interpreting  their  reality,  culture  simultaneously  serves  as  the  basis  for 
human  understanding  and,  thus,  as  the  key  to  prevention,  treatment,  and  cure 
of  social  maladies.  Because  the  family  serves  as  the  instrument  of  cultural 
transmission,  it  is  the  family  that  provides  the  primary  arena  for  social 
prevention  and  intervention  activities. 
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The  Role  of  Family 

When  considering  alcohol  and  other  drug  abuse  prevention,  it  is  important 
to  recognize  that  the  family  is,  first  and  foremost,  an  institution  of  social 
transformation  and  development.  As  such,  it  is  responsible  for  the  formative 
development  of  human  beings.  The  family  provides  the  framework  within 
which  its  members  can  acquire  those  skills  necessary  to  function  at  an 
effective  level  within  both  the  local  community  and  the  wider  society.  In  order 
to  accomplish  these  developmental  and  transformative  responsibilities,  how- 
ever, the  family  must  (1)  satisfy  basic  needs  (human  imperatives);  (2)  establish 
a set  of  intracultural  and  intercultural  bonds  (relational  essences);  and  (3) 
develop  a sense  of  sociocultural  integrity  (cultural  prerequisites). 

Human  Imperatives 

Human  imperatives  are  those  processes  and  functions  that  every  group, 
regardless  of  its  cultural  or  ethnic  orientation,  must  satisfy  in  order  to 
maintain  its  continued  existence.  Five  human  imperatives  are  central  to  group 
and  individual  survival:  sex,  food,  security,  rest  and  recreation,  and  education. 
Every  organism  has  to  satisfy  the  act  of  procreation  (sex).  Without  the  addition 
of  new  members  to  the  group,  the  species  ultimately  would  become  extinct. 
The  family  is  the  institution  that  regulates  the  pattern  and  process  of  procrea- 
tion. Sustenance  (food)  must  be  provided  for  the  organism  to  survive.  There 
is  a need  for  shelter  and  protection  (security)  against  the  elements  and  other 
organisms.  The  sense  of  security  against  external  forces  also  fulfills  the 
organism’s  internal  need  to  bond  with  and  belong  among  others  of  its  kind. 
Growth  and  development  require  recuperative  time  and  space  (rest  and 
recreation),  which  allow  the  organism  to  regenerate  itself.  Finally,  the  new 
organism  must  be  provided  with  developmental  guidelines  (education)  that 
socialize  the  organism  into  the  expected  behavior  and  values  of  the 
group.  These  five  human  imperatives  are  the  basic  needs  the  family  must 
satisfy  in  order  for  its  members  to  survive  over  time. 

Relational  Essences 

The  second  fundamental  process  that  the  family  must  satisfy  is  charac- 
terized by  those  interactive  and  reciprocal  relationships  that,  upon  being 
satisfied,  result  in  the  sense  of  well-being.  In  terms  of  family  functioning,  these 
are  called  relational  essences.  Four  relational  essences  must  be  satisfied: 
(1)  biological  integrity,  (2)  sense  of  efficacy,  (3)  sense  of  intimacy,  and  (4)  sense 
of  tradition. 

There  is  a sense  of  biological  integrity  that  the  family  has  to  satisfy  within 
the  culture  and  within  the  society.  This  has  to  do  with  understanding  and 
internalizing  the  essence  and  nature  of  one’s  biology,  as  well  as  defining  these 
attributes  for  the  larger  society.  For  example,  African-American  males  have 
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to  understand  the  nature  of  and  differences  among  manliness,  maleness,  and 
masculinity,  as  well  as  the  way  society  perceives  these  qualities.  In  reality, 
the  African-American  community  in  general,  and  the  African-American  male 
in  particular,  have  to  face  challenges  to  their  courage  and  character  when,  in 
their  attempts  to  satisfy  the  sense  of  biological  integrity,  they  are  confronted 
by  the  restrictive  forces  of  institutional  racism,  domination,  and  oppression. 

The  second  relational  essence  is  the  sense  of  efficacy.  This  sense  establishes 
the  feeling  that  one  is  able  to  do  something — to  master  and  perform  some  task 
and  to  excel  in  some  arena  of  social  living.  The  feeling  of  viability,  associated 
with  efficacy,  is  a necessary  element  in  the  growth  and  development  of 
individuals  and  families. 

The  third  critical  essence  is  the  sense  of  intimacy — the  sense  of  bonding 
that  links  people.  Family  life  establishes  this  sense  of  bonding,  the  feeling  of 
belonging  and  of  connectedness  to  something  greater  than  one’s  self.  The  sense 
of  intimacy  links  one  into  a dynamic,  interpersonal,  and  reciprocal  relation. 
The  sense  of  intimacy,  when  satisfied,  produces  trust,  which  is  the  basis  for 
all  healthy  social  interaction. 

The  family  also  provides  its  members  with  a sense  of  permanence  or 
tradition.  That  is,  people  have  to  understand  that  what  is  today  is  because  of 
what  was  yesterday  and  what  will  continue  to  be  tomorrow.  Children  have  to 
understand  that  they  are  connected  both  vertically  and  horizontally  to  some- 
thing. In  the  African  tradition,  adults  are  connected  to  the  young  and  to  the 
elders  (vertical  linkages),  as  well  as  to  other  siblings  and  age  mates  (horizontal 
linkages).  Ultimately,  the  sense  of  tradition  reinforces  and  reflects  the  impor- 
tance of  history — the  knowledge  of  the  past  of  one’s  people — and  one’s  accept- 
ance of  responsibility  for  continuing  that  tradition.  Thus,  in  many  respects, 
who  we  are  results  from  where  we  came  from,  who  we  were,  and  what  we  have 
done.  Satisfying  the  sense  of  tradition  provides  models  of  past  behavior  that 
can  be  replicated  and  refined  in  future  actions.  This  sense  of  permanence,  of 
continuity,  plays  an  important  role  in  determining  the  makeup  and  well-being 
of  a people. 

Cultural  Prerequisites 

In  order  to  satisfy  these  human  imperatives  and  relational  essences,  the 
family  has  to  transmit  and  teach  their  people’s  cultural  prerequisites.  Cultural 
prerequisites  are  those  processes,  functions,  and  attributes  that  emerge  from 
a people’s  sense  of  being  and  that  must  be  protected  in  order  to  guarantee  the 
people’s  cultural  identity  and  human  worth.  They  are  the  minimal  set  of 
values,  beliefs,  attitudes,  and  behaviors  necessary  to  maintain  a distinct 
cultural  identity. 
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The  cultural  prerequisites  of  African  Americans  are  spirituality  and  sense 
of  family,  as  well  as  sense  of  history,  language  orientation,  significance  of 
rituals  and  protocols,  relationship  to  time  and  space,  creativity  and  imagina- 
tion, sound  and  motion,  and  dietary  habits. 

The  notion  of  spirituality  emerges  from  the  fundamental  recognition  of  the 
interconnectedness  and  interdependence  of  African-American  life,  i 
Spirituality  becomes  part  of  the  ethical  code  of  conduct  that  governs  the  ? 
relationships  among  African  Americans.  Spirituality  also  serves  to  reflect  the 
primacy  of  the  family  and  the  understanding  that  the  individual’s  self-concept  j( 
is  based  on  the  collective  well-being. 

The  traditional  African-American  family  performed  five  important  func-  | 
tions  that  promoted  a sense  of  well-being  in  children  and  thereby  served  to 
minimize  their  risk  of  engaging  in  self-destructive  behavior  such  as  alcohol  ] 
and  other  drug  use.  The  first  was  the  legitimation  of  beingness  through  which 
the  family  provided  the  child  with  a sense  of  identity  and  a sense  of  belonging 
to  something.  The  family  supplied  the  grounding  that  enabled  the  children  to 
recognize  their  connection  to  something  greater  than  themselves  and  to 
understand  their  responsibility  for  self,  family,  and  community.  Satisfaction 
of  this  function  enhanced  the  child’s  ability  to  resist  external  forces  such  as 
negative  peer  pressure  and  thus  made  the  child  more  likely  to  disavow 
negative  behavior  such  as  alcohol  and  other  drug  use.  jj 

Through  the  provision  of  codes  of  conduct,  the  family  provided  the  children 
with  a set  of  guiding  principles — an  ethos — for  determining  the  way  they 
should  live  their  lives.  These  codes  of  conduct  established  prescribed  (accept- 
able and  rewarded)  and  proscribed  (unacceptable  and  punished)  behavior, 
enabling  the  children  to  recognize  the  boundaries  of  unacceptable  behavior 
beyond  which  they  could  not  step.  As  such,  the  family  established  a strong  f 
sense  of  self-discipline  and  self-control  in  the  child.  This  sense  of  internal  i 
self-control  enhanced  the  child’s  ability  to  say  no  and  manifested  itself  in  i 
behavior  that  sprang  from  moral  character. 

The  elasticity  of  boundaries  allowed  the  child  to  express  his  own  unique 
characteristics  without  being  punished.  This  allowed  the  child  to  grow  and 
develop,  to  express  differences,  to  test  different  modes  of  behaving,  and  to 
develop  a sense  of  independence  and  individual  identity  while  at  the  same 
time  expressing  the  fundamental  sameness  among  family  members.  In  doing 
this,  the  family  reduced  the  need  for  the  child  to  rebel  against  the  family  i 
authority,  which  could  manifest  itself  in  self-destructive,  dysfunctional  be- 
havior such  as  alcohol  or  other  drug  use.  jj 


Through  the  provision  of  information  / knowledge,  the  children  came  to 
understand  the  context  within  which  they  were  located  and  must  operate.  The 
family  allowed  the  child  to  distinguish  between  fact  and  fantasy  and  to  make 
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! appropriate  decisions,  based  on  the  codes  of  conduct,  about  their  own  behavior, 
f With  appropriate  information,  the  child  was  better  able  to  make  sound 
decisions. 

J Mediation  of  concrete  conditions  provided  the  child  with  the  guidance 
(necessary  to  negotiate  his  or  her  environment  and  enabled  the  child  to  develop 
a sense  of  security.  The  family  served  as  a sounding  board,  a point  of  reference 
where  the  child  could  engage  in  critical  problem  solving  in  a framework  that 
reflected  and  supported  the  sense  of  beingness.  The  family  provided  a safe 
iplace  wherein  the  child  could  develop  appropriate  problem-solving  skills, 
coping  mechanisms,  and  decision-making  strategies  without  the  fear  of  emo- 
tional or  physical  harm  that  might  come  from  an  unstructured  setting  where 
iexperimentation  or  failure  could  be  punished. 

The  Role  of  the  Environment 

Culture  does  not  exist  in  a vacuum.  Culture  exists  within  the  concrete 
environment  that  helps  to  shape  and  give  meaning  to  a people’s  conception  of 
reality.  The  family  operates  within  a system  of  interlocking  institutions  that 
can  either  retard  or  promote  positive  development  in  the  members  of  the 
family  unit.  If  the  environment  is  supportive,  that  is,  if  it  provides  oppor- 
tunities for  the  family  to  function  effectively,  then  growth  and  development 
are  maximized.  If  the  environment  is  nonsupportive,  that  is,  is  restrictive  and 
limits  the  family’s  capabilities,  then  growth  and  development  are  cir- 
cumscribed. In  the  latter  case,  adaptive  coping  mechanisms  are  developed  to 
attain  the  sense  of  well-being. 

In  essence,  concrete  conditions  help  to  define  the  specific  manner  in  which 
the  requirements  for  human  growth  and  development  are  satisfied.  For  the 
African-American  family,  a fundamental  disjunction  appears  between  the 
requirements  for  human  growth  and  development  and  the  concrete  environ- 
mental conditions.  This  disjunction  represents  a fundamental  limitation  on 
i the  family’s  ability  to  perform  its  roles  effectively. 

For  example,  contemporary  African-American  parents  are  confronted  with 
the  popular  belief  that,  in  general,  “things  have  gotten  better”  for  African 
I Americans  and  that  racism  is  no  longer  a major  problem  in  this  society.  While 
these  ideas  are  popular,  they  are  in  fact  only  wishful  thinking.  In  actuality, 

■ the  so-called  gains  of  the  1960’s  have  become  no  more  than  political  illusions 
in  the  1990’s.1  On  a practical  level,  African-American  parents  today  are 
| confronted  with  the  same  inequalities  that  faced  their  own  parents  and 
j grandparents,  while  the  mythmakers  of  society  lull  them  into  a false  belief 
j that  things  have  become  and  are  still  getting  better.  Cognitive  confusion  is 
| created  in  the  minds  of  African  Americans  as  they  are  confronted  by  the  real 
stagnation  on  the  one  hand  and  the  unreal  illusion  of  progress  on  the  other. 
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The  real  conditions  of  African  Americans  indicate  that  the  youth  are  \ 
becoming  more  and  more  alienated  from  society,  a fact  reflected  in  their 
disengagement  from  the  educational  system,  their  high  levels  of  homicide  and 
violence,  and  the  increase  in  their  rates  of  suicide  at  the  very  time  that  the  5 
elderly — the  keepers  of  cultural  traditions  and  family  history — are  being  c 
isolated  and  separated  from  the  community.  In  addition,  there  appears  to  be  ; 
a movement  away  from  spiritual  values  as  economic  mobility  is  gained.  The  :: 
African-American  community  also  is  developing  an  inability  to  reinforce  and  it 
value  its  own  historical  and  cultural  experiences.  As  a consequence  of  this  : 
suppression  of  African-American  culture,  the  isolation  of  the  elderly,  and  the 
impact  of  the  media,  African-American  parents  appear  to  be  confused  as  to  1; 
what  values,  beliefs,  attitudes,  and  skills  they  should  give  their  young  and  t 
what  techniques  they  should  use  in  the  process  of  socializing  their  young.  ji 

1 

The  difficulty  in  satisfying  the  requirements  for  human  growth  and 
development  in  a depressed  socioeconomic  environment  is  even  worse  in  an 
urban  setting,  where  most  African  Americans  live.  It  is  an  extremely  stressful  1 
situation  for  the  African-American  adolescent;  in  addition  to  the  lack  of  u 
adequate  employment  opportunities,  the  urban  environment  is  characterized  1 
by  high  levels  of  noise  and  environmental  pollutants,  lack  of  open  space,  and  I 
limited  recreational  facilities. 

Living  in  an  oppressive,  racist  environment  produces  a condition  that 
Akbar  (1985)  characterizes  as  self-destructive  disorder.  The  victims  of  self- 
destructive disorder  respond  to  oppression  by  attempting  to  destroy  their 
involvement  with  reality  through  personal  or  social  destruction.  Pierce  (1970) 
has  contended  that  the  African-American  population,  and  particularly  adoles- 
cents, is  constantly  bombarded  by  “microaggressions”  that  hinder  their  at- 
tempts to  perform  the  basic  functions  required  for  normal  adjustment  in 
society.  This  constant  bombardment,  he  contends,  produces  a dislocation  in 
status  that  prevents  the  individual  from  effectively  functioning  in  society, 
which  makes  him  or  her  seek  escape  mechanisms  to  enable  survival. 


Later,  Pierce  (1974)  reported  that  life  in  a mundane,  stressful  environment 
such  as  the  urban  ghetto  requires  accessible  escape  mechanisms  in  order  for 
the  human  organism  to  continue  to  function  at  the  minimum  level  to  survive. 
The  mutually  reinforcing  effects  of  racism  and  stress  lead  those  so  victimized 
to  opt  for  addictive  escapism.  These  negative  effects,  Pierce  contends,  usually 
persist  throughout  the  victim’s  lifespan  unless  they  are  effectively  mediated, 
dampened,  and  neutralized  by  positive  interventions. 

In  the  face  of  this  dilemma,  parenting  represents  a critical  step  in  the 
process  of  developing  within  African-American  youth  the  natural  resilience 
and  protective  factors  that  have  historically  enabled  the  African-American 
community  to  withstand  oppression  and  domination  without  losing  its  sense 
of  humaneness. 


I 
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j Parenting  in  the  African-American  Family 

Every  social  group  has  developed  basic  mechanisms  by  which  it  defines  and 
1 maintains  its  relationships.  These  rules  of  conduct,  which  guide  the  group’s 
relationships  with  other  groups  as  well  as  among  it3  own  members,  also  serve 
| to  guarantee  the  group’s  development  and  continued  existence.  In  the  family, 
these  guidelines  are  transmitted  from  generation  to  generation  by  means  of 
j parenting  and  childrearing.  In  effect,  parenting  is  the  mechanism  human 
j beings  use  to  prepare  their  young  to  meet  the  traditional  expectations  and 
! contemporary  challenges  of  their  society  as  well  as  to  live  in  accordance  with 
the  social  and  cultural  dictates  of  their  time.  Hence,  the  values,  beliefs, 
j attitudes,  and  skills  imparted  to  the  younger  generation  reflect  both  tradition- 
j al  cultural  orientations  and  current  strategies  for  mediating  and  manipulat- 
I ing  the  material  conditions  of  society. 

The  indigenous  cultural  systems  of  African  and  African-American  com- 
munities served  as  a natural  inoculation  against  inappropriate,  dysfunctional, 
and  abusive  behavior.  The  values  inherent  in  this  cultural  system  are  reflected 
in  its  high  regard  for  life,  cooperation,  interpersonal  connectedness  despite 
1 differences,  and  sense  of  collective  responsibility.  The  traditional  values 
stressed  by  parents  were  respect  for  self  and  others,  adaptability,  respon- 
sibility, cooperation,  and  interdependence.  The  traditional  African  and 
African-American  lifestyles  were  also  guided  by  the  principles  of  restraint, 
respect,  and  reciprocity. 

The  traditional  African-American  family  centered  around  the  children. 
Because  the  African-American  family’s  reason  for  being  was  the  continuation 
of  life  through  reproduction,  the  family  did  whatever  was  necessary  to  sustain 
life.  Hence,  there  was  little  or  no  abortion,  homicide,  or  suicide.  Similarly, 
there  was  little  tolerance  for  or  involvement  in  self-destructive  behavior  such 
as  alcohol  and  other  drug  use.  Ideas,  beliefs,  or  practices  that  conflicted  with 
the  perpetuation  of  life  were  avoided  at  all  costs.  The  traditional  family  existed 
for  the  growth  and  development  of  the  children,  not  for  the  self-actualization 
of  the  adult  members  of  the  unit.  Activities  thus  centered  on,  and  revolved 
around,  the  betterment  of  the  children. 

African-American  parenting  strategies  were  geared  to  develop  spontaneity 
' and  adaptability  in  children.  The  focus  was  on  compassion,  respect  for  others, 
i and  cooperation,  all  in  recognition  of  the  collective  well-being.  Parents  were 
j flexible  in  disciplining  their  children  and  did  not  always  discipline  them  for 

I the  same  overt  behavior;  the  behavior  itself  did  not  determine  punishment, 
the  context  in  which  the  behavior  occurred  did.  This  subtle  but  important 
cognitive  disposition  was  stressed  over  the  learning  of  more  conventional, 
clearly  defined,  and  specific  role  behavior. 

II 

I 


I 
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The  parenting  techniques  also  emphasized  alertness,  persistence,  and 
interpersonal  sensitivity,  which  would  enable  the  child  to  read  the  parents’ 
signals  and  behave  appropriately.  Children  thus  learned  to  react  to  situations 
as  they  developed,  and  parents  affirmed  their  authority  over  their  children 
without  destroying  the  child’s  generalized  feelings  of  competence.  This  sense 
of  competency  became  a natural  barrier  to  alcohol  and  other  drug  use  in  that 
the  child  had  the  confidence,  skill,  and  expertise  to  confront  any  situation  and 
make  an  appropriate  decision  based  on  a moral-ethical  code. 

Discipline  in  the  African-American  home  combined  warmth,  love,  and 
understanding  with  firmness  and  immediacy.  Even  though  punishment  was 
swift  and  often  physical,  discipline  was  always  based  on  unconditional  love. 
That  is,  parents  found  it  difficult,  if  not  impossible,  to  see  themselves  as 
separate  from  their  children.  Parents  seldom  made  their  love  for  their  children 
contingent  on  the  child’s  good  behavior;  in  fact,  discipline  was  always  followed 
by  attempts  to  reestablish  harmony  in  the  family  that  had  been  disrupted  by 
the  inappropriate  behavior.  This  concept  of  unconditional  love  and  the  swift  j 
reestablishment  of  harmony  allowed  the  child  to  learn  that  parental  anger  or 
punishment  can  be  expressed  without  a lapse  in  parental  love.  Psychological- 
ly, this  knowledge  added  a special  sense  of  security  and  belonging  that  comes 
only  from  knowing  that  one’s  foundation  (family  love)  is  unchangeable  and 
dependable.2  This  sense  of  bonding  was  reinforced  by  and  interdependent  with 
the  awareness  of  strong  family  ties. 

The  most  significant  feature  of  the  African-American  socialization  process  > 
was  the  indoctrination  of  the  young  with  a strong  sense  of  morality  and 
humaneness.  Generally,  childrearing  took  place  in  an  atmosphere  of  uncon-  1 
ditional  love  that  placed  a special  emphasis  on  strong  family  ties,  respect  for 
elders,  and  the  natural  goodness  of  children.  Children  were  taught  to  assume  1 
significant  responsibilities  and  express  mature  social  behavior  at  a young  age. 
Responsible,  self-reliant  behavior  was  inculcated  at  early  ages  as  a reflection  [ 
of  the  African-American  world  view  in  which  all  things  are  interconnected  and 
everyone  has  a part  to  play  in  ensuring  the  survival  and  well-being  of  the 
whole.  On  a cognitive  level,  the  responsibilities  children  assumed  within  the  i 
household  reinforced  their  own  sense  of  self-esteem  and  provided  them  with  i 
practical  skills  for  negotiating  the  adult  world  and  the  wider  social  system. 

Traditional  African-American  parenting  was  governed  by  a strong  sense  of 
appropriateness  and  excellence.  The  sense  of  appropriateness  sprang  from  the 
belief  that  behavior  should  be  governed  by  notions  of  formality,  civility,  and 
deference.  This  suggested  that  there  was  a time  and  place  for  everything  and 
taught  children  to  develop  internal  self-control  and  mastery  of  their  thoughts 
and  actions  to  enable  them  to  act  as  the  situation  dictated. 

The  sense  of  appropriateness  also  suggested  that  conduct  should  reflect  and 
respect  the  distinctions  among  individuals.  The  African-American  family  thus 
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emphasized  the  importance  of  eldership,  teaching  children  that  anyone  older 
than  they  were  to  be  treated  with  honor  and  respect.  Having  lived  the  longest, 
the  elders  had  experiences,  knowledge,  and  wisdom  they  could  draw  on  in 
times  of  crisis.  It  was  the  elders’  responsibility  to  transmit  this  knowledge  and 
wisdom  to  the  younger  generations,  and  in  return  they  were  accorded  honor, 
respect,  and  even  reverence.  This  reciprocal  relationship  helped  to  develop  a 
moral  community  with  strict  codes  of  conduct  for  appropriate  behavior. 

Children  in  the  African-American  community  were  regarded  as  children  of 
the  community,  so  everyone  took  responsibility  for  the  rearing  of  the  children. 
Such  multiple  parenting  emerged  from  the  African-American  belief  in  the 
oneness  of  all  members  of  the  community.  Moreover,  community  parenting 
was  an  efficient  form  of  social  control  that  served  to  protect  against  behavioral 
dysfunctioning. 

It  is  important  to  point  out  that  African  Americans’  parenting  strategies 
enabled  the  child  to  engage  in  complex  patterns  of  cognitive  reasoning.  The 
use  of  proverbs,  for  example,  compelled  the  child  to  engage  in  abstract 
thinking,  or  establishing  the  link  between  the  behavior  and  the  proverb  it 
prompted;  values  clarification,  or  clarifying  what  value  or  attitude  should  be 
reflected;  problem  solving,  or  determining  the  desired  outcome  and  how  to 
achieve  it;  and  decisionmaking,  or  weighing  all  possible  alternatives,  selecting 
the  appropriate  behavior,  and  acting  on  it.  In  addition,  critical  thinking,  fact 
analysis  information  synthesis,  and  applications  of  these  processes  were  all 
used  by  the  child  on  a daily  basis.  The  family  provided  the  framework  within 
which  the  child  was  able  to  develop  his  or  her  mind  and  to  engage  in  those 
cognitive  processes  that  would  not  only  teach  him  or  her,  but  would  insulate 
the  child  from  society’s  negative  elements  as  well. 

African-American  Parenting  Rituals  as 
Prevention  Techniques 

Nobles  et  al.  (1987)  summarized  the  traditional  African-American  parent- 
ing strategies  and  rituals  that  could  produce  a natural  resiliency  against 
inappropriate,  self-destructive,  and  dysfunctional  behavior: 

1.  Parenting  based  on  unconditional  love.  African-American  parents 
showed  love  and  affection  for  their  children  for  no  other  reason  than  that 
they  were  one  family  and  were  bonded  to  each  other  spiritually.  Parent- 
ing based  on  unconditional  love  reflects  the  cosmological  principle  of 
consubstantiation,  the  belief  that  we  are  all  of  the  same  substance, 
which  is  central  to  African  and  African-American  culture.  Parents  used 
and  developed  in  their  children  the  conscious  recognition  that  the  family 
spirit  is  ever-present  and  the  family  bond  is  unbreakable.  Discipline, 
guidance,  and  correction  were  performed  as  acts  of  interdependence  and 
love,  not  of  domination  and  control.  The  family  ritual  of  unconditional 
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love  served  to  create  a strong  sense  of  belonging  that  enabled  the  child 
to  develop  a strong  sense  of  his  or  her  own  self-worth — a sense  that 
served  as  a natural  shield  to  engaging  in  self-destructive  behaviors  such 
as  alcohol  and  other  drug  use. 

2.  Parenting  based  on  reciprocity.  African-American  parenting  techniques 
helped  children  to  understand  that  they  are  interconnected  and  inter- 
dependent and  that  what  happens  to  one  happens  to  all.  The  practice  of 
reciprocity  reflected  the  group  orientation  of  African-American  culture, 
as  well  as  the  belief  that  “what  goes  around  comes  around” — in  other 
words,  one  could  expect  appropriate  consequences  for  one’s  behavior. 
Thus  children  were  taught  to  take  responsibility  for  their  actions,  which 
required  the  ability  to  discriminate  between  prescribed  and  proscribed 
behavior  and  encouraged  appropriate  behavior  at  all  times. 

3.  Parenting  based  on  restraint.  African-American  parenting  techniques 
encouraged  children  to  value  self-control  and  personal  restraint.  Conse- 
quently, children  recognized  that  their  individual  rights  were  always 
balanced  against  the  rights  of  the  group.  This  principle  rewarded  self- 
control  and  sacrifice  for  the  good  of  the  whole,  that  is,  the  family. 
Restraint  provided  the  framework  within  which  children  came  to  under- 
stand the  intimate  connection  of  their  individual  actions  to  the  well- 
being of  the  larger  unit,  which  gave  them  a sense  of  mastery  over  their 
own  thoughts  and  actions.  Children  raised  this  way  had  a strong  sense 
of  discipline,  were  in  control  of  their  own  behavior,  and  were  unlikely  to 
engage  in  behavior  based  on  self-satisfaction  such  as  alcohol  or  other 
drug  use. 

4.  Parenting  based  on  responsibility.  African-American  parenting  tech- 
niques reinforced  the  sense  of  belonging  in  family  relationships  and 
rewarded  children  for  being  responsible  for  each  other.  In  order  to 
accomplish  this,  parents  encouraged  collective  effort  and  mutual 
responsibility  among  their  children,  who  were  often  called  upon  to 
assume  mature  roles  in  the  family  and  to  perform  tasks  that  were 
essential  for  the  survival  of  the  family  unit.  Older  children  were  respon- 
sible for  the  care  and  well-being  of  their  younger  siblings.  On  a cognitive 
level,  performing  these  household  chores  helped  to  satisfy  the  child’s 
sense  of  efficacy  and  develop  his  or  her  feelings  of  confidence — again,  a 
deterrent  to  self-destructive  behavior  such  as  alcohol  or  other  drug  use. 

5.  Parenting  based  on  adaptability.  African-American  parenting  tech- 
niques helped  children  understand  that  they  have  no  limitations  and 
could  perform  any  task.  Parents  routinely  allowed  children  to  engage  in 
reflection,  imagination,  and  creativity,  as  well  as  to  be  spontaneous 
without  disrupting  the  harmony  and  balance  of  the  family  unit.  Along 
these  lines,  parents  developed  family  rituals  and  practices  that  helped 
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their  sons  and  daughters  recognize  the  importance  of  the  biological  and 
metaphysical  differences  between  men  and  women  while  at  the  same 
time  encouraging  the  children  to  reject  sex-linked  or  artificially  imposed 
limitations.  Both  male  and  female  children  were  taught  to  perform  both 
expressive  functions  (cooking,  sewing,  washing,  and  showing  emotions), 
which  society  had  defined  as  female,  and  instrumental  functions  (work- 
ing in  the  labor  force,  being  aggressive),  which  society  has  defined  as 
male  functions.  At  the  same  time,  parents  stressed  the  need  for  male 
children  to  develop  masculine  qualities  and  female  children  to  develop 
feminine  qualities.  These  features  enabled  the  child  to  be  flexible  and 
to  respond  to  circumstances  in  a positive  manner.  Whatever  the  situa- 
tion, the  principle  of  adaptability  taught  children  that  they  could  over- 
come it  without  losing  their  well-being.  In  this  way,  parents  helped  to 
create  and  reinforce  protective  features  in  the  children  that  could 
insulate  them  from  feelings  of  helplessness  and  hopelessness,  features 
that  are  associated  with  alcohol  and  other  drug  use. 

16.  Parenting  based  on  inclusivity.  African-American  parenting  techniques 
were  based  on  the  recognition  that  children  are  highly  sensitive  to 
feelings  of  exclusion  from,  as  well  as  inclusion  in,  psychologically  belong- 
ing to  the  family.  Parents  thus  developed  family  rituals  and  practices 
that  reinforced  their  children’s  sense  of  importance  to  and  membership 
in  the  family.  Within  the  home,  children  greeted  and  welcomed  adult 
guests,  took  their  coats  and  hung  them  up,  and  were  included  in  the 
family’s  entertainment.  At  the  appropriate  time,  the  children  bid 
farewell  to  the  guests  and  retired  to  their  own  space  while  the  adults 
continued  with  their  entertainment.  The  family  also  created  rituals  in 
which  the  children  participated  in  an  honorific  and  symbolic  role. 
Children  were  called  upon  to  lead  prayers,  say  grace,  and  even  serve 
meals  to  the  adults.  The  family  ritual  of  inclusivity  served  to  establish 
a sense  of  belonging  and  connection  in  the  children  that  helped  them  to 
recognize  the  value  and  protect  the  integrity  of  the  family.  Having  such 
pride  in  one’s  family  served  as  a powerful  deterrent  to  dysfunctional 
behavior. 

7.  Parenting  based  on  respect.  African-American  parenting  techniques 
encouraged  children  to  acknowledge  and  respect  the  accomplishments 
and  achievements  of  each  other.  Parents  took  every  opportunity  to 
openly  reward  their  children  for  taking  into  account  and  appreciating 
the  feelings  of  others.  Teaching  respect  encouraged  children  to  develop 
a sense  of  humaneness,  which  contributed  to  their  sense  of  well-being 
and  further  insulated  them  from  dysfunctional  behavior. 

The  traditional  parenting  techniques  used  in  African-American  families 
immunized  children  against  societal  barriers  that  hindered  their  ability  to 
maximize  their  human  potential.  The  cultural  values  they  were  taught  served 
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as  insulation  against  these  negative  forces  and  enabled  children  to  master 
their  environment  by  developing  a sense  of  community.  This  moral  community 
enforced  codes  of  conduct  that  were  reinforced  by  every  member  of  the 
community,  developing  natural  resilience  to  self-destructive  behavior.  Clear- 
ly, the  traditional  ability  of  African-American  parents  to  maximize  the  growth 
and  development  of  their  children  while  at  the  same  time  withstanding  the 
debilitating  and  dehumanizing  effects  of  racism  and  oppression  spring  from 
the  parents’  own  ability  to  maintain  their  cultural  traditions  and  to  follow  its 
codes  of  conduct. 

Notes 

1.  The  fact  of  the  matter  is  that  African  Americans  remain  worse  off  than 
White  Americans  in  every  aspect  of  American  life.  The  unemployment 
rate  in  the  African-American  community  has,  for  example,  consistently 
remained  double  the  overall  unemployment  rate.  For  those  African 
Americans  who  are  employed,  the  median  family  income  is  only 
56  percent  of  that  of  their  White  counterparts.  From  1978  through  1990, 
the  number  of  single-parent,  female-headed  African-American 
households  has  increased  by  88  percent.  One  in  every  three  African 
Americans  lives  below  the  official  government  poverty  level.  African- 
American  parents  are  raising  their  children  at  a time  when  homicide 
and  suicide  have  become  the  third-and  fourth-leading  causes  of  death 
among  African-American  teenagers,  and  more  and  more  African- 
American  children  are  growing  up  without  any  sense  of  racial  pride  or 
cultural  identity. 

2.  It  is  important  to  note  that  while  unconditional  love  provided  a firm 
anchor  point  for  the  child,  it  could  also  serve  to  enmesh  parents  in  a 
codependent  relationship.  The  parents  might  love  their  children  so 
unconditionally  that  the  children  were  seen  as  able  to  do  no  wrong;  if 
such  a child  became  addicted,  the  parents  might  be  unable  to  unwilling 
to  seek  professional  help  for  the  child. 
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Strengths  of  Black  Families 


Janice  E.  Stevenson 

As  I sat  on  the  playground  bench  watching  my  friend’s  6-year-old  daughter 
play  cautiously  and  safely  on  the  equipment,  my  mind  wandered;  I did  not  see 
the  other  children  come  over.  Suddenly,  there  were  five  or  six  children  playing 
with  my  friend’s  daughter  at  this  inner-city  playground  in  a major  Southern 
city.  One  little  girl  caught  my  eye.  She  looked  to  be  11  or  12,  and  was  truly 
“alive.”  She  hit  the  jungle  gym  with  gusto,  no  caution,  but  complete  safety. 
She  vaulted  from  one  bar  to  another  with  abandon.  She  efficiently  engaged 
the  other  children  in  chase  games,  leading  and  organizing  them  into  “keep 
away  from  the  Demon”  or  “I’m  faster  than  you.”  My  mind  wandered  again. 
Boy,  I mused,  she  will  really  be  something  as  an  adult,  approaching  life  with 
secure  abandon  and  enthusiasm.  She  can  be  anything  she  chooses  and  will  do 
well,  because  she  is  not  careless.  It  will  be  quite  a task  to  manage  and  guide 
that  energy  into  a career  as  a scientist  or  maybe  a writer.  She’s  going  to  need 
a strong  dad  to  teach  her  security  and  nurturance  and  a strong  mom  to  teach 
her  the  skills  she  will  need  to  advance  in  life. 

My  mind  continued  to  wander.  Odds  are  this  bright  girl  is  one  of  several 
siblings  in  a single-parent  household  with  a marginally  working,  over- 
whelmed, depressed  mom,  or  a mom  on  public  assistance,  who  probably  uses 
alcohol  or  other  drugs  and  has  a criminal  history.  The  girl  probably  has 
minimal  contact  with  her  father,  but  has  easy  access  to  an  extensive,  en- 
meshed, and  controlling  extended  family  of  two  or  three  generations.  She  is 
one  or  two  grades  behind  in  school,  where  her  energy  presents  a management 
problem.  She  is  at  high  risk  for  pregnancy  and  single  parenthood  herself  in  a 
few  years.  As  a community-activist  friend  of  mine  said  recently,  “She  probably 
is  an  unloved  but  structured  Juliet  (as  in  Romeo)  in  a world  of  unstructured 
but  loved  Black  pseudo-Donald  Trumps  of  the  night  life — a squirrel  looking 
for  a nut.  After  all,  isn’t  that  the  stereotype  of  the  basic  African-American 
inner-city  family?” 

This  stereotype  describes  a family  housed  in  a context  familiar  to  all.  The 
African-American  family  lives  within  a larger  culture  defined  by  racism, 
discrimination,  power,  and  control — components  that  define  “the  American 
way.”  Not  long  ago,  researchers  at  the  University  of  Illinois  and  the  University 
of  Maryland’s  Department  of  Community  Psychiatry  examined  urban-rural 
flow  in  the  Chicago  inner  city  and  in  Lima,  Peru.  The  researchers,  both 
members  of  Hispanic  groups,  observed  that  the  American  way  involved  large 
racial/ethnic  groups  developing  parallel  hierarchies  of  power  and  control  that 
institutionalized  discrimination  against  the  other  groups.  In  other  words,  each 
major  group  entering  the  United  States  evolved  its  own  base  of  authority  and 
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control — except  the  African  group,  which  entered  American  life  in  a very 
different  manner  from  the  others. 

Without  such  a power  base,  the  post-abolition  African-American  family 
became  the  group’s  source  of  strength.  And,  as  is  the  case  in  every  racial/ethnic 
group,  the  strength  of  a family  springs  from  the  parents.  The  goal  of  parenting 
is  successful  autonomy  for  the  children;  a goal  achieved  through  the  provision 
of  stable,  secure,  consistent,  and  unconditional  nurturance  by  the  family’s 
adult  members.  The  adults  teach  the  children  the  traditions  and  habits  to 
survive,  function,  and  succeed  in  society.  This  teaching  draws  on  the  adult’s 
vast  experience  and  information  base  and  transmits  data  to  the  young  when- 
ever needed  in  a manner  that  promotes  growth,  establishes  safety  and 
security,  reduces  danger  and  risk,  and  is  unconditional,  rather  than  based  on  , 
how  the  children  act.  j 

Intense  Commitment  to  Quality  of  Life 

Regardless  of  the  setting — be  it  the  inner  city,  the  suburbs,  a rural  com- 
munity, or  even  prison — the  families  I have  encountered  in  my  14  years  of  j,| 
clinical  work  have  all  been  intensely  committed  to  doing  a good  job,  to  living  jJ 
a quality  family  life,  and  to  managing  their  experience  to  the  best  of  their  J 
ability.  The  AOD-abusing  mom  and  the  top-level  business  executive  will  do  d 
right  as  best  they  can,  each  in  their  own  way.  The  AOD  abuser  tries  to  feed,  ] 
clothe,  and  love  her  children  around  her  overriding  loyalty  to  her  chosen  drug,  J 
and  feels  intense  remorse  when  she  fails  such  that  her  family  suffers.  The  J 
business  executive  operates  the  same  way,  only  her  drug  of  choice  may  be  3 
power,  money,  or  success. 

This  intense  commitment  to  quality  of  life  reflects  a powerful  accountability  $ 
to  the  survival  of  the  family.  This  sense  of  accountability  can  be  seen  in  the 
20-year  marriage  of  a drug-abusing  husband  and  his  wife,  who  both  felt  the  \ 
need  to  hold  their  family  together  despite  the  man’s  drug  problem.  In  fact,  the 
husband  managed  his  abuse  so  that  he  always  held  a good  job.  The  wife  h 
managed  the  home  around  the  drugs,  engaging  in  denial  with  the  best  of  [ 
intentions — for  the  good  of  the  family.  Both  parents  were  as  available  as 
possible  to  teach  their  children  all  that  they  knew.  Finally,  the  man  went  into  c 
rehabilitation  and  remission,  and  the  woman  came  out  of  denial;  even  their 
temporary  separation  did  not  affect  their  intense  commitment  to  their  family, 
and  they  continue  to  work  together  as  parents. 

Another  example  is  the  more  than  30-year  marriage  that  came  apart  after  , 
recovery  ended  denial,  when  a couple  who  knew  each  other  only  through  drug 
use,  a couple  who  had  raised  seven  children  in  denial,  discovered  they  neither  j 
knew  nor  liked  one  another.  Only  the  intensity  of  their  commitment  to  family  \, 
had  held  them  together.  And,  even  though  drug  abuse  was  all  that  bound 
them,  the  family  had  worked. 
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Both  sets  of  parents  had  taken  time  to  teach  their  children  the  necessary 
skills  to  survive,  as  known  to  the  parents.  The  fathers,  both  traditional,  taught 
the  sons  to  fight  and  compete  and  their  daughters  to  nurture  and  seduce.  The 
mothers,  equally  traditional,  taught  their  sons  to  control  and  their  daughters 
to  submit.  Both  families  lived  comfortable  lives  in  single-family  homes,  with 
jobs,  social  position,  and  all  the  attached  joys  and  struggles.  Their  intensity 
of  commitment  to  preserving  that  image  of  family  kept  outsiders  from  dis- 
covering what  was  really  going  on  inside. 

The  Evolution  of  Family 

The  presence  of  intense  commitment  may  not  be  limited  to  any  one  eth- 
nic/racial group.  In  the  African-American  family,  however,  as  in  other  groups 
beset  by  oppression  and  aggression,  the  intensity  and  focus  of  the  commitment 
reflect  a unique  history.  The  very  mechanisms  used  to  implement  the  intense 
commitment  reflect  that  history  of  oppression  and  aggression. 

Family  life  in  Africa  was  organized,  complex,  and  grounded  in  traditions 
defined  by  the  tribal  culture.  After  slavery  altered,  disrupted,  and  attempted 
to  destroy  this  way  of  life,  the  management  of  family  was  determined  by  the 
managers  of  the  slave  culture.  Slaves  came  from  different  areas,  spoke 
different  languages,  and  practiced  different  traditions;  maintenance  of  one’s 
own  familiar  traditions  was  difficult  at  best,  and  impossible  for  many.  There 
ensued  a blurring  of  the  two  cultures,  with  African  practices  held  as  intact  as 
possible,  to  be  handed  down  through  the  generations  by  word  of  mouth  and 
deed. 

But  the  family  grouping  survived,  as  did  an  intense  and  protective  bonding 
within  the  extended  family  and  across  all  people  of  African  descent.  After  basic 
survival,  the  goal  was  to  achieve  quality  in  one’s  life  within  the  sphere 
available  to  the  individual,  the  family,  and  the  larger  group.  This  quality  was 
often  available  inside  one’s  intimate  relationships.  The  freeing  of  the  slaves 
provided  other  opportunities  to  achieve  quality  of  life,  such  as  the  capacity  to 
acquire  “40  acres  and  a mule.”  Although  racism  still  meant  submitting  to 
control  in  external  encounters,  family  relationships  and  structure  allowed  for 
more  self-expression. 

I As  time  passed,  African-Americans  continued  to  hand  down  traditions, 
i practices,  and  cultural  patterns  by  word  of  mouth  and  by  deed.  Survival  in  the 
J physical  sense  became  a less  immediate  issue  and  survival  of  identity  more  of 
j an  issue.  The  question  for  each  African  American  became,  who  am  I,  and  who 
! are  we?  Soon  enough,  anger  at  being  denied  access  to  all  America  had  to  offer 
developed  into  the  realization  that  education  was  the  only  way  out  of  poverty 
and  second-class  status. 
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The  civil-rights  movement  marshalled  and  focused  that  anger.  African 
Americans  achieved  integration,  assimilation,  and  acculturation — in  other 
words,  access. 

The  World  According  to  the  Black  Family 

I 

Despite  all  they  have  gained,  many  African-American  families  describe 
their  current  situation  as  a helpless,  powerless  plight  of  endless  struggle,  with 
only  temporary  and  insufficient  respite.  As  one  single  mother  of  three  said,  ( 
“It  hurts  in  a big  way.  And  I’m  tired  of  trying.”  There  is  so  much  to  overcome:  ] 

slavery  bred  externally  focused  vigilance.  Racism  and  oppression  bred  the 
ongoing  fight  for  individually  defined  identity  and  human  status.  Discrimina- 
tion  bred  fearfulness  of  real  dangers.  Integration  bred  confusion,  disorienta-  £ 
tion,  distrust,  and  the  perception  of  deprivation. 

These  powerful  obstacles  include,  but  are  not  limited  to  the  following: 


Institutionalized  racism.  The  African-American  family  has  an  intense 
commitment  to  master  the  patterns  and  structures  of  two  cultures  and 
to  comprehend  the  values,  principles,  and  priorities  needed  to  succeed 
in  each.  This  commitment  bumps  up  against  institutionalized  racism, 
which  makes  African-American  sons  dangerous  in  the  eyes  of  passersby 
and  makes  daughters  vulnerable  to  abandonment,  rejection,  and  abuse. 
Still  worse,  this  racism  forces  African-American  parents  to  continue 
teaching  their  children  externally  focused  coping  mechanisms  rather 
than  the  introspective  mechanisms  that  lead  to  personal  growth  and 
development. 

Chronic  oppression.  The  African-American  family’s  lifestyle  appears  to 
be  externally  controlled  and  directed,  causing  an  internal  perception  of 
deprivation  and  sacrifice.  Some  families  develop  “identification  with 
the  aggressor,”  a phenomenon  among  kidnap  victims,  hostages,  and 
prisoners  of  war.  Such  individuals  have  been  shown  to  internalize 
despair,  loss  of  hope,  and  rage,  which  can  evolve  into  pathological 
expression.  The  children  of  such  individuals,  however,  incorporate  the 
identification  process  into  their  personalities.  For  over  200  years,  more 
than  10  generations,  African  Americans  have  incorporated  components 
of  the  aggressor,  the  racist,  into  the  fabric  of  their  being. 
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The  African-American  parent  is  left  in  a netherworld,  puzzling:  I raise  my 
children  to  be  free  and  have  more  choices  than  I did.  I strive  to  provide  them 
with  the  elements  of  comfort  and  reward  as  I understand  them.  Then  I get 
angry  when  they  reject  my  values  in  favor  of  those  espoused  on  TV,  in  the 
movies,  and  in  magazines.  I see  my  children  “acting  White,”  without  recogniz- 
ing that  I,  too,  have  identified  with  the  aggressor.  My  children  watch  me  | 
struggle  harder  with  less  reward,  watch  me  medicate  my  sadness  and  despair 
with  licit  and  illicit  substances,  so  I can  get  respite  from  the  effort.  When  my 
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frustration  spills  over  into  unacceptable  and  unloving  behavior,  I lack  the 
resources  to  advocate  for  my  situation  or  to  protect  my  privacy.  So,  my  children 
l are  subject  to  watching  my  addictive  behaviors,  to  being  abused  by  me,  or  to 
| being  emotionally  or  physically  abandoned  by  me.  I may  label  my  love  as 
conditional  without  knowing  it— “If  you  want  Mommy  or  Daddy  to  love  you, 
you  will  (or  won’t)  act  like  that.” 

I do  not  always  know  that  I am  reacting  to  an  emotional  process  that  has 
! been  building  for  generations  in  response  to  slavery,  racism,  and  oppression. 
I only  know  that  no  matter  how  hard  I tiy,  I cannot.  No  matter  how  much  I 
want,  I do  not  have.  And  no  matter  what  I do,  I am  inadequate,  insufficient, 
unworthy,  and  unlovable,  at  least  to  myself.  My  obstacles  are  insurmountable, 
at  least  to  me. 

This  generic  African-American  parent  is  all  too  prone  to  head  for  the 
time-proven  solutions  of  escape,  often  to  alcohol  and  other  drugs,  or  of  chronic 
victimization:  “It’s  not  my  fault,”  “I  didn’t/couldn’t  do  anything  about  it,”  or  “It 
was  done  to  me.” 

When  the  escape  is  to  an  altered  consciousness  of  whatever  sort,  or  to 
chronic  victimization,  the  individual’s  family  relationships  are  vulnerable  to 
becoming  imbedded  in  the  closed  loop  of  power  and  control  dynamics.  The  loop 
runs:  I react  to  being  a victim;  my  reaction  generates  control;  I react  to  being 
controlled  by  controlling;  I react  to  being  a victim;  and  on  and  on  in  a closed, 
hard-to-escape  cycle. 

Living  by  Design 

To  step  out  of  this  closed  cycle  is  both  complicated  and  simple: 

• Change  the  perspective.  Parents  can  break  the  cycle  of  oppression  and 
teach  their  children  a different  cultural  perspective.  It  is  possible  to 
step  out  of  the  victim  mindset,  the  oppressed  role,  by  refusing  to  reward 
the  oppression  with  reaction  or  even  attention.  As  one  parent  told  me, 
“I  can’t  change  racism  as  an  intent  by  them  against  my  skin.  What  I 
can  do  is  love  myself,  manage  that,  and  stay  awake  to  that  goal  and 
task  as  I love  my  children.  Being  high  is  not  being  present  to  love  me 
or  them.”  The  result  is  a quality  of  life  that  is  inwardly  determined, 
defined,  and  directed.  This  same  parent,  a single  professional  mother 
of  three  teenagers,  offered  these  questions  as  guides  for  parents: 

— My  child  is  a loving  being.  What  is  the  positive  intent  of  his  or  her 
behavior? 

— My  child  is  as  human  as  I am.  What  is  he  or  she  saying  that  I am 
not  hearing? 


180 


FAMILY 


— My  child’s  behavior  is  purposeful  and  goal-directed.  What  is  the 
experience  in  his  or  her  shoes?  What  would  or  could  I do  or  have 
done  differently? 

— Am  I answering  from  within  the  love  I feel? 

• Preach  what  you  practice.  All  couples  struggle  with  communication  at 
multiple  levels:  with  each  other,  with  their  children,  and  with  outside 
elements.  Reaction  to  nonverbal  information  transfer  can  result  in 
confusion  and  a perceived  lack  of  authenticity  and  honesty,  or  a per- 
ceived hypocrisy. 

Children  are  intense  observers  of  their  parents,  and  react  immediately  to 
such  inconsistencies.  So  the  parent  who  preaches  direct  management  of 
obstacles,  yet  who  uses  alcohol  or  other  drugs  to  escape,  can  be  viewed  as  a 
hypocrite  with  little  credibility.  The  parent  who  teaches  commitment,  yet  has 
multiple  lovers,  suggests  it  is  acceptable  to  be  dishonest  and  non-nurturing  in 
intimate  relationships.  The  parent  who  demands  control  by  and  in  the  child, 
yet  manages  his  or  her  own  anger  through  assault  and  abuse,  teaches  the  child 
to  handle  emotion  in  self-defeating,  aggressive  ways. 

The  provision  of  stable,  secure,  consistent,  and  unconditional  nurturance 
achieves  the  goal  of  successful  autonomy  for  children.  Enhancing  the  quality 
of  life  for  parents  can  also  occur  by  deliberately  staying  in  reality,  one 
unaltered  except  by  the  “natural  high”  of  a life  well  lived.  Living  such  a life  of 
inward  direction  and  definition  provides  the  most  powerful  kind  of  parenting 
and  teaching  possible — the  provision  of  a role  model  who  can  be  self-nurturing 
and  authentic  with  others  and  who  experiences  the  balance  and  harmony  in 
nature.  Every  African-American  family  has  the  capacity  to  achieve  this 
strength. 
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Drug  Abuse  and  AIDS,  Our  Community  at  Risk: 
Choices  for  Change 

Flavia  R.  Walton 

AIDS  is  a major  topic  of  conversation  throughout  the  African-American 
community.  These  conversations  generally  center  around  the  fear  of  contract- 
ing the  disease,  although  this  fear  conflicts  with  the  still  generally  accepted 
notion  that  AIDS  is  a White,  gay  male  disease.  This  false  notion  should, 
however,  be  of  great  concern — the  lack  of,  or  refusal  to  accept  and  act  on, 
accurate  information  can  only  add  to  the  alarming  increase  in  the  incidence 
and  prevalence  of  AIDS  among  African  Americans. 

Although  they  comprise  only  12  percent  of  the  population  of  the  United 
States,  African  Americans  account  for  more  than  29  percent  of  all  diagnosed 
I cases  of  AIDS.  While  overall  data  indicate  the  second-largest  group  at  risk  for 
HIV  is  intravenous  (IV)  drug  users,  it  is  significant  that  more  than  half  the 
AIDS  cases  among  African  Americans  are  related  to  IV  drug  use.  Unlike  the 
White  community,  in  which  only  8 percent  of  AIDS  cases  (Hatchett  1990)  are 
related  to  drug  use — most  cases  resulting  from  gay-male  sexual  activity — IV 
drug  use  is  the  leading  cause  of  HIV/AIDS  in  the  African-American  com- 
munity. Intravenous  drug  users  thus  cannot  be  treated  as  separate  from  the 
rest  of  the  community;  the  impact  they  have,  largely  because  of  their  numbers, 
presents  a serious  threat  to  the  entire  African-American  community.  Knowing 
or  unknowing  sexual  partners  of  IV  drug  users  are  at  constant  and  significant 
risk  for  contracting  the  virus  as  are  babies  born  to  these  unions  (Schuster 
1990). 

While  IV  drug  use  remains  the  primary  mode  of  transmission  of  HIV/AIDS 
I among  African  Americans,  the  relationship  between  non-IV  drug  use  and  the 
spread  of  AIDS  is  of  growing  concern.  This  phenomenon  is  of  particular 
significance  due  to  the  overall  increase  in  drug  use,  particularly  of  alcohol  and 
crack  cocaine,  and  the  increase  in  the  prevalence  of  AIDS  among  African- 
American  women.  Although  1990  statistics  indicated  that  57  percent  of  the 
African-American  women  diagnosed  with  AIDS  were  IV  drug  users  and 
19  percent  contracted  the  virus  through  sex  with  an  IV  drug  user,  the 
accompanying  indication  of  a significant  increase  in  non-IV  drug  use  led  to  an 
increase  in  the  rate  of  HIV/AIDS  among  African-American  women. 
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Crack-cocaine  use,  particularly  among  children  and  teens  (reports  of  more 
and  more  9-  and  10-year-old  and  up  crack  abusers/addicts  are  increasing),  has 
generated  a host  of  new  concerns:  women  selling  sex  for  drugs;  the  epidemic 
of  syphilis,  gonorrhea,  hepatitis  B,  and  other  sexually  transmitted  diseases 
that  heighten  susceptibility  to  HIV/AIDS;  and  a growing  population  of 
younger  persons  infected  with  HIV/AIDS.  Since  the  AIDS  epidemic  began  in 
1981,  one-fifth  of  all  reported  cases  have  occurred  in  people  aged  20  to  29 
(Mason  1990).  The  alarm  has  sounded,  however,  for  the  55  percent  increase 
in  the  number  of  13-  to  19-year-olds  diagnosed  with  AIDS  between  January 
1989  and  May  1990,  an  increase  often  attributed  to  the  widespread  use  of  crack 
cocaine,  alcohol,  powder  cocaine,  and  the  high-risk  behaviors  that  accompany  I 
this  use.  Further  research  indicates  that  the  use  of  alcohol  and  other  drugs 
diminishes  judgment,  especially  judgment  related  to  sex  and  participation  in 
unprotected  sex,  and  depresses  the  immune  system  as  well  (Sullivan  1990). 
Several  studies  involving  teens,  AOD  use,  and  sexual  behavior  indicated  that 
teens  used  condoms  far  less  often  after  using  alcohol  or  other  drugs  (NIDA 
1990). 

f 

HIV/AIDS,  regardless  of  the  mode  of  transmission,  is  a scourge  upon  the 
African-American  community.  HIV/AIDS  is  more  widespread  among  African-  J 
American  women  than  among  White  women,  and  African-American  women  i 
of  childbearing  age  are  9 times  more  likely  to  die  from  AIDS  and  13  times  more 
likely  to  contract  the  disease  than  their  White  counterparts.  Since  1987,  AIDS 
has  been  the  leading  cause  of  death  among  African-American  women  aged  25 
to  44  in  New  York  City  and  New  Jersey  (Hatchett  1990;  NIDA  1990).  When 
one  considers  African  Americans’  rates  of  teenage  pregnancy,  of  AOD  use  f 
among  women  of  childbearing  age,  and  the  earlier  ages  at  which  youth  are 
becoming  sexually  active  and  using  alcohol  and  other  drugs,  the  crisis  takes  | 
on  an  even  grimmer  cast.  We  may  be  facing  a sleeping  giant,  as  we  have  yet 
to  see  the  extent  to  which  crack-cocaine  use  leads  to  the  transmission  of  HIV, 
due  to  the  length  of  time  it  takes  for  an  infected  person  to  show  signs  of  AIDS. 
Moreover,  the  increase  in  the  number  of  diseased  African-American  wombs 
poses  a serious  threat  to  the  very  survival  of  the  race. 

It  is  clear  from  the  continued  increase  in  the  prevalence  of  HIV  that  current  ' 
AIDS-prevention  efforts  in  African-American  communities  are  not  working 
for  one  of  two  reasons:  (1)  traditional  health-information  brokers  have  failed 
in  their  attempts  to  decrease  the  incidence  of  drug-related  HIV/AIDS  among 
African  Americans;  or  (2)  individuals  do  not  act  on  the  information  they  have 
to  reduce  at-risk  behaviors.  Critics  argue  that  attempts  to  inform  and  educate 
these  communities  through  traditional  means  are  too  often  unrealistic,  cul- 
turally irrelevant,  and  therefore  ineffective.  Many  of  the  intended  messages 
do  not  address  nuances  in  the  lifestyle,  values,  or  mores  of  the  African- 
American  community,  nor  are  they  sensitive  to  prevailing  social  conditions.  | 
Presentation  of  information  in  forms  requiring  reading  skills,  such  as 
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brochures  and  leaflets  will  not,  for  example,  work  for  individuals  with  limited 
reading  skills. 

Similarly,  information  placed  in  health  departments  or  doctors’  offices  is  of 
no  value  to  individuals  who  do  not  have  physicians  or  who  do  not  seek  medical 
attention.  Workers  from  neighborhood  clinics  that  impart  information  are 
often  too  medical  in  their  approach,  overlooking  social  and  other  issues 
directly  related  to  the  prevention  of  HIV/AIDS.  And  conservative  religious, 
social,  and  sexual  attitudes  in  parts  of  the  African-American  community 
dictate  how  the  community  addresses  issues  like  homosexuality,  bisexuality, 
and  the  use  of  condoms  (Hatchett  1990).  For  segments  of  the  African-American 
community,  these  issues  are  regarded  as  unimportant  because  “these  things 
cannot  happen  to  me  or  to  my  family.” 

Teens  who  use  “crack”  in  particular  and  other  drugs  in  general,  responding 
to  NIDA’s  National  Ad  Campaign  Addressing  Teen  Drug  Use,  Unsafe  Sexual 
Behavior,  and  AIDS,  indicate  that  lacking  sufficient  information  about  AIDS 
is  not  the  problem;  they  know  about  high-risk  behaviors  and  are  well  aware 
of  the  merits  of  safe  sex  and  refraining  from  AOD  use.  These  teens  report, 
however,  that  the  information  is  irrelevant  when  all  that  matters  is  getting 
and  “doing”  the  desired  drug  by  whatever  means  necessary.  Similarly,  non- 
AOD-using  teens  and  adults  report  an  unwillingness  to  practice  safe  sex — the 
passion  of  the  moment  seems  to  overtake  all  rational  decisionmaking.  Many 
individuals,  teens  and  adults  alike,  operate  under  the  assumption  that  “it 
cannot  happen  to  me.”  Still  other  African  Americans  perceive  life  as  being  so 
hopeless  and  dismal  that  AIDS  cannot  be  any  worse  than  anything  else  life 
offers  (Hatchett  1990). 

Other  problems  that  are  becoming  more  and  more  evident — such  as  AOD- 
related  violence,  child  abuse,  rape,  incest,  offering  children  for  sex  as  a means 
to  obtain  drugs — also  are  not  being  affected  by  traditional  health-information 
delivery  methods.  The  direct  exchange  of  body  fluids  in  each  of  these  situations 
makes  them  critical  high-risk  behaviors  for  transmitting  or  contracting  the 
AIDS  virus.  These  behaviors  must  be  addressed  in  prevention  efforts  in  ways 
that  will  drive  the  message  home.  The  particular  ugliness  of  these  problems, 
and  the  difficulty  in  locating  their  specific  victims,  makes  it  even  more  crucial 
to  let  the  perpetrators  know  the  consequences  of  their  behavior. 

New  Information  Brokers  Needed 

It  is  clear  that  other  methods  must  be  identified  and  employed  to  inform 
and  educate  the  African-American  community  in  ways  that  make  sense  and 
are  germane  to  the  African-American  experience.  Simultaneous  efforts  must 
also  focus  on  finding  ways  to  persuade  individuals  who  participate  in  high-risk 
activities  to  at  least  cut  down  on,  if  not  eliminate,  those  behaviors  that  put 
them  at  risk  of  contracting  or  transmitting  HIV.  We  do  not,  however,  have  the 
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luxury  of  time  to  investigate,  experiment  with,  or  demonstrate,  effective 
methods  to  convey  and  disseminate  information  about  HIV/AIDS  to  the  i 
African-American  community.  We  must  draw  from  experience  to  adapt  those 
methods  that  have  worked  in  the  community  in  the  past  to  effectively  spread  f 
information.  We  must  identify  how  and  by  whom  information  is  spread  and 
who  are  the  agents  for  change.  We  must  then  make  choices  for  change. 

Certain  community  members  are  recognized  sources  of  information  within 
the  African-American  community.  Taxi  drivers,  barbers,  beauticians,  and  ; 
skycaps,  for  example,  may  be  the  best  sources  for  certain  kinds  of  information,  i 
churches,  fraternal  (e.g.,  Masonic  and  Greek-letter  groups),  or  service  or- 
ganizations for  other  kinds.  Although  these  individuals,  organizations,  and  : 
institutions  have  never  been  legitimized  as  health-promotion  and  disease- 
prevention  information  brokers,  they  have  traditionally  been  central  to  social  . 
movements  within  the  community. 

f 

Taxi  drivers,  barbers,  beauticians,  and  so  forth  have  long  been  recognized  ; 
for  their  knowledge  of  all  the  resources  in  the  community — they  know  where  t 
to  go  for  whatever  one’s  needs  may  be.  Historically,  when  people  moved  to  a 
new  location,  these  individuals  provided  the  information  necessary  to  settle 
in  or  find  one’s  way  around  the  new  environment.  Although  African-American  ; 
communities  are  not  as  contained  as  they  once  were,  these  individuals  still  i 
retain  a reputation  for  being  great  sources  of  information.  With  the  current 
popularity  of  fashion  nails,  for  example,  manicurists  can  be  important  infor-  j! 
mation  brokers. 

o 

African-American  church,  fraternal,  and  social  organizations  have,  over  the  jj 
years,  provided  both  formal  and  informal  information  within  the  community.  { 
These  institutions  have  been  responsible  for  moral  teaching,  special  social  and  ; 
educational  programs,  voter  registration,  and  the  like.  The  civil-rights  move- 
ment, though  largely  led  and  nourished  by  the  church,  was  also  a focus  of  the 
other  organizations  mentioned.  The  spread,  success,  and  momentum  of  the  f* 
civil-rights  movement  proves  the  power  these  information  brokers  have  within  If 
the  African-American  community.  In  order  to  draw  upon  this  existing  power  !e 
base,  it  is  necessary  to  equip  these  informal  and  formal  information  brokers  i 
with  the  tools  and  materials  necessary  to  inform  and  educate  communities  to 
diminish  high-risk  behavior  and  the  spread  of  HIV/AIDS. 

In  addition  to  the  traditional  information  brokers  in  the  African-American 
community,  we  must  also  look  to  newer  and  increasingly  more  powerful 
sources  such  as  the  movie  makers,  scriptwriters,  songwriters,  entertainers, 
and  athletes  who  have  become  recognized  as  influential  voices,  for  good  or  ill, 
in  African-American  communities.  These  individuals  have  become  mes-  '* 
sengers  to  the  masses  and  have  a significant  impact,  especially  on  the 
attitudes  and  behaviors  of  African-American  youth — the  very  group  that  is 
showing  the  greatest  increase  in  the  prevalence  of  HIV.  The  assistance  of  these 
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individuals  must  be  enlisted  to  spread  the  word:  HIV/AIDS  kills,  and  we  are 
all  at  risk  if  we  make  unsafe  decisions  about  our  behavior,  especially  in  regard 
to  sex  and  alcohol  and  other  drugs.  The  impact  of  the  AIDS  epidemic  can  be 
personalized  for  these  celebrities  in  order  to  gain  their  participation:  after  all, 
whether  or  not  they  continue  to  have  an  audience  may  be  a direct  function  of 
the  choices  their  fans  make  about  AOD  use  and  unprotected  sex. 

Because  of  the  heterogeneity  of  the  African-American  community,  equip- 
ping a broad  base  of  information  brokers  will  make  it  likelier  that  more  people 
are  reached  in  ways  appropriate  to  their  lifestyles,  attitudes,  and  sensitivities. 
As  with  any  group  of  people,  African  Americans  do  not  all  think  alike,  nor  do 
they  share  the  same  attitudes  and  beliefs.  The  need  to  enlist  a wide  variety  of 
information  brokers  is  thus  essential  to  reach  and  accommodate  the  entire 
community.  Moreover,  the  widespread  dissemination  of  current  and  factual 
information  promoting  the  prevention  of  AIDS,  presented  in  a variety  of 
different  ways,  will  constantly  reinforce  the  pertinent  messages,  enhancing 
the  possibility  of  attaining  the  desired  outcomes:  reduction  in  AIDS  among 
African  Americans. 

In  addition  to  the  information  brokers  identified  in  the  preceding  para- 
graphs, we  need  to  enlist  others  who  are  familiar  with  the  nuances  and 
dynamics  of  the  various  segments  of  the  African-American  community.  Some 
of  these  people  can  be  found  by  asking  where  African  Americans  go  to  make 
their  regular  purchases.  These  frequent  haunts  are  the  places  we  have  to  go 
to  identify  the  individuals  who  can  be  groomed  to  become  health-information 
brokers  equipped  to  discuss  the  HIV/AIDS  epidemic.  In  addition  to  beauty  and 
barber  shops  and  manicurists,  places  to  begin  include  those  vendors  that 
attract  those  at  greatest  risk — for  example,  places  that  sell  cosmetics  or 
fashionable  athletic  shoes  to  teenagers  and  young  adults. 

In  addition,  because  of  the  disproportionate  amount  of  money  African 
Americans  spend  on  alcohol,  not  to  mention  the  direct  link  among  alcohol 
abuse,  poor  judgment,  unsafe  sex  practices,  and  HIV/AIDS,  the  liquor  industry 
ought  be  targeted  as  an  information  broker.  The  message  “If  you  drink,  don’t 
drive”  has  become  a household  phrase,  and  drunk  drivers  have  become  among 
the  least  respected  members  of  our  society.  A message  like  “If  you  drink,  don’t 
do  sex  without  a condom”  might  also  be  effective.  With  or  without  the 
assistance  of  the  liquor  industry,  African-American  publications  should  be  full 
of  such  messages.  Again,  becoming  an  active  and  viable  part  of  the  attempt  to 
prevent  AIDS  in  the  communities  they  serve  cannot  hurt  these  businesses’ 
economic  health  and  may  eventually  enhance  it. 

Developing  a Broad  Information  Base 

There  are  several  excellent  examples  of  how  these  traditional  and  non  tradi- 
tional, formal  and  informal  information  brokers  in  the  African-American 
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community  have  become  effective  providers  of  health  information.  While  no 
research  has  yet  measured  the  effects  of  most  of  these  strategies,  isolated 
efforts  are  supported  by  evaluation  data.  Because  of  the  gravity  of  the 
situation,  there  is  in  fact  no  time  for  traditional  research  to  determine  the 
efficacy  of  these  nontraditional  approaches  to  disseminating  health  informa- 
tion. Furthermore,  traditional  research  methodology  does  not  readily  lend 
itself  to  nontraditional  approaches.  Still,  deductive  reasoning  from  what  has 
worked  in  other  areas  of  effective  information  sharing  in  the  African-American 
community  lends  credence  to  the  need  to  investigate  the  feasibility  of  non- 
traditional approaches  to  educating  the  community  about  the  connection 
between  alcohol  and  other  drugs  and  HIV/AIDS. 

The  question  then  becomes,  how  does  all  this  become  reality?  Effective 
nontraditional  program  models  from  which  we  may  learn  already  operate  in 
several  communities.  “Curls,  Cuts,  and  Condoms:  The  Beauty  Shop  Project,” 
sponsored  by  the  District  of  Columbia  Women’s  Council  on  AIDS,  invites 
beauticians  to  host  Risk  Reduction/Safer  Sex  parties.  These  parties  are 
designed  to  “alleviate  fear  associated  with  AIDS  while  confronting  denial  of 
personal  risk  in  a setting  that  is  fun  and  nonjudgmental”  (NIDA  Network 
Exchange  1991).  DiAna  DiAna,  President  and  Executive  Director  of  the  South 
Carolina  AIDS  Network  and  a beauty-shop  operator  for  27  years,  shows  her 
clients  videos  on  HIV/AIDS  while  they  are  under  the  dryer  and  keeps  a supply 
of  prevention  brochures  with  the  hairstyle  magazines.  Reports  on  both  of  these  ! 
activities  are  positive;  in  fact,  DiAna  DiAna  is  in  constant  demand  to  share 
her  program  with  her  professional  peers  throughout  the  country. 

Rev.  Carl  Bean  and  Rev.  Cecil  “Chip”  Murray  of  First  A.M.E.  Church,  more 
popularly  known  as  “FAME,”  of  Los  Angeles,  and  Rev.  Cecil  Williams  of  Glide 
Memorial,  in  San  Francisco,  have  each  supported  active  AIDS  education  j 
ministries  or  programs  within  their  respective  churches.  In  spite  of  the 
staunch  conservatism  characteristic  of  most  African-American  churches, 
these  programs  manage  to  address  the  issues  surrounding  AIDS  in 


straightforward,  realistic  ways.  The  success  of  these  programs  is  due  largely 
to  the  fact  that  they  deal  with  AIDS  not  as  a moral  issue,  but  as  the  virus  that 


it  does  in  all  other  segments  of  the  community.  As  these  programs 
demonstrate,  realistic  and  creative  strategies  can  be  developed  to  address  the 
problem  within  the  beliefs  and  sensibilities  of  the  religious  institution. 


One  of  the  most  powerful  messages  about  AIDS  appeared  in  a recent 
episode  of  the  television  program  “A  Different  World.”  The  revelation  that  one 
of  the  characters  had  AIDS  shook  the  college  community  portrayed  in  the 
show.  The  poignant  script  dealt  with  the  connection  between  AOD  use  and  j 
unprotected  sex  as  the  cause  of  AIDS  and  personalized  and  made  very  real  for 
viewers  how  AIDS  affects  each  of  us.  The  script  also  addressed  misconceptions 
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about  the  disease,  one’s  own  values  and  behaviors  regarding  sex,  as  well  as 
the  relationships  of  friends  and  coworkers  to  someone  with  AIDS.  This  episode 
could  well  be  used  as  an  instructive  piece  with  a discussion  guide  developed 
to  accompany  it,  or  as  a model  from  which  to  develop  other  such  media 
presentations  that  confront  the  issue  of  AOD  use  and  AIDS.  Television 
programs  of  this  type  could  be  a tremendous  vehicle  for  health  departments 
to  disseminate  information  in  ways  that  effectively  communicate  with  the 
intended  audience. 

Various  fraternal  and  service  organizations  have  in  place  programs  that 
could  be  modified  to  include  or  augment  information  sharing  and  education 
about  AIDS.  Each  organization  generally  has  its  own  targeted  audience  and 
specially  focused  program  agenda,  thereby  broadening  the  scope  of  persons  to 
be  reached  through  special  efforts.  Fraternities  such  as  Alpha  Phi  Alpha, 
Omega  Psi  Phi,  Kappa  Alpha  Psi,  Phi  Beta  Sigma,  and  other  men’s  organiza- 
tions such  as  Concerned  Black  Men  and  100  Black  Men  have  all  developed 
and  implemented  programs  that  target  the  educational  and  social  needs  of 
young  African-American  males  to  include  components  dealing  with  male 
sexual  responsibility.  Many  of  these  programs  now  include  information  about 
alcohol  and  other  drug  use  and  AIDS. 

Likewise,  sororities  such  as  Alpha  Kappa  Alpha,  Delta  Sigma  Theta,  Zeta 
Phi  Beta,  and  Sigma  Gamma  Rho  have  specifically  addressed  either  teen 
pregnancy  or  AOD-abuse  prevention.  The  Links  Foundation,  Inc.,  has 
developed,  field  tested,  and  implemented  a prevention  program  for  African- 
American  youth  that  focuses  on  AOD  abuse,  teen  pregnancy,  and  sexually 
transmitted  diseases.  The  National  Urban  League,  the  National  Council  of 
Negro  Women,  the  Auxiliary  to  the  National  Medical  Association,  the 
Shriners,  and  other  organizations  have  mechanisms  in  place  to  disseminate 
information  on  AOD  abuse  and  AIDS. 

The  memberships  of  all  these  organizations,  along  with  the  memberships 
of  professional  organizations  just  beginning  to  address  these  issues,  possess 
the  expertise  and  the  wherewithal  to  mobilize  the  African-American  com- 
munity to  this  scourge  that  affects  us  all.  The  formal  and  informal  linkages 
that  exist  between  organizations  within  communities  provide  a natural  con- 
duit for  the  dissemination  of  information.  Equipping  organizations  with  the 
tools  and  resources  needed  to  include  AIDS  and  AOD-use  prevention  in  their 
programs  also  serves  to  put  into  place  another  tier  of  prevention — that  of  the 
members  themselves. 

Training 

Training  new  information  brokers  becomes  the  challenge.  Recognizing  that 
there  is  limited  knowledge  about  AOD  abuse  and  AIDS  coupled  with  limited 
finances  to  support  major  education  efforts  for  most  of  the  information  brokers 
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we  have  identified,  creative  strategies  must  be  developed  to  train  and  equip 
individuals,  organizations,  and  institutions  with  the  tools  needed  to  provide  this 
service.  Efforts  such  as  the  NIDA-sponsored  Regional  Conferences  on  Drugs  and 
AIDS  were  positive  beginnings  to  equip  information  brokers  with  the  tools  and 
resources  necessary  to  become  legitimate  health-promotion  and  disease- 
prevention  information  brokers.  Further  efforts  on  the  part  of  Federal,  State,  and 
local  governments  must  be  directed  at  providing  opportunities  for  organizations 
and  individuals  to  receive  the  tools  necessary  to  impart  information  germane  to 
the  prevention  of  AOD  abuse  and  AIDS.  Conferences,  technical  assistance,  and 
other  forms  of  instructive  mechanisms  need  to  be  designed  and  made  available 
and  accessible  to  the  information  brokers  targeted  for  this  strategy.  Individuals 
and  organizations  must  then  learn  to  identify  and  utilize  the  resources  they 
already  have  to  institutionalize  efforts  to  provide  this  vital  information  to  the 
African-American  community. 

Equipped  with  the  necessary  tools,  nontraditional  health-information  brokers 
can  be  mobilized  as  agents  for  change.  They  have  the  power  and  the  ability  to 
translate  information  into  contexts  that  will  appeal  to  the  values  and  interests 
of  their  intended  audiences.  Only  by  making  such  choices  for  change  can  the 
community  encourage  responsible  sexual  behavior  and  the  eradication  of  AOD 
abuse  and  AIDS  among  African  Americans. 
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A Community-Organization  Model  for  the 
Prevention  of  Alcohol  and  Other  Drug  Abuse, 
HIV  Transmission,  and  AIDS  Among 
African  Americans 


Joseph  Bouie,  Jr. 

In  conventional  parlance,  alcohol  and  other  drug  abuse,  HIV  and  AIDS,  and 
their  multidimensional  effects  on  the  African-American  community  are 
predominantly  viewed  from  inappropriate  or  quasi-myopic  perspectives  when 
it  comes  to  prevention.  Rarely  are  national  and  State  approaches  to  these 
problems  designed  to  embrace  or  even  consider  culture-specific  variables.  As 
a result,  the  responses  to  these  problems  among  African  Americans  are 
erroneous,  and  so  are  the  consequent  prevention  policies  and  programs. 
Consider,  as  an  example,  existing  U.S.  illicit-drug  policy. 

On  September  5, 1989,  President  George  Bush  presented  to  Congress  and 
the  American  people  the  National  Drug  Control  Strategy  required  by  the 
Anti-Drug  Abuse  Act  of  1988.  The  154-page  report  identifies  seven  interven- 
tion areas  as  having  national  priority: 

• The  Criminal  Justice  System 

• Drug  Treatment 

• Education,  Community  Action,  and  the  Workplace 

• International  Initiatives 

• Interdiction  Efforts 

• A Research  Agenda 

• An  Intelligence  Agenda 

William  Bennett  (1989),  former  Director  of  the  Office  of  National  Drug 
Control  Policy  and  author  of  the  report,  exemplifies  the  overwhelming  law- 
enforcement  bent  of  these  seven  areas: 

The  United  States  has  a broad  array  of  tools  at  its  disposal,  in 
government  and  out,  each  of  which — in  proper  combination 
with  the  others — can  and  does  have  a significant  effect  on  the 
shape  and  size  of  our  drug  problem.  We  must  use  them  all.  We 
must  have  what  we  have  never  had  before:  a comprehensive, 
fully  integrated  National  Drug  Control  Strategy. 
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Unfortunately,  the  “comprehensive”  National  Drug  Control  Strategy 
focuses  on  control — control  of  illicit-drug  traffic  with  interdiction  efforts,  and 
control  of  illicit-drug  abusers  with  stiffer  penalties,  inappropriate  workplace 
policies,  and  construction  of  additional  prisons. 

The  influx  of  illicit  drugs  into  America  should  not  be  the  priority,  nor  should 
penalizing  AOD-abuse  victims  dominate  our  national,  State,  and  local 
strategies.  These  priorities  address  symptoms  of  the  problem  and  ignore  the 
true  culprits  of  our  national  and  local  epidemic  of  alcohol  and  other  drug  abuse. 

The  real  culprits  of  AOD  abuse  in  local  communities  throughout  the  Nation 
are  racism,  poverty,  unemployment,  low  or  no  self-esteem,  and  many  other 
psychosocial  manifestations.  The  focus  of  intervention  should  not  be  on  alcohol 
and  other  drugs,  but  on  the  social  and  economic  ills  that  lead  to  an  individual’s 
physical  or  psychological  need  to  use  alcohol  and  other  drugs.  This  thesis  : 
applies  to  the  alcohol  and  other  drug  abusing  population  in  general,  and  to 
African  Americans  in  particular.  More  specifically,  approaches  that  are  for-  1 
mutated,  to  prevent  alcohol  and  other  drug  abuse,  HIV  infection,  and  AIDS  in 
African-American  communities  must  be  anchored  in  the  Afrocentric  perspective. 

An  Afrocentric  Perspective 

The  Afrocentric  perspective  is  anchored  in  the  psychosocial  cultural  strug- 
gles and  experiences  of  African-American  people.  These  struggles  have 
focused  on  eliminating  the  sort  of  systemic  exclusions  that  have  always  jj 
ensured  that  the  non-European’s  quality  of  life  is  at  the  very  lowest  stratum  f 
of  American  society.  As  expressed  by  Beverly  and  Cook  (1981): 

The  African-American  Perspective  seeks  to  promote  an  ap- 
preciation for,  as  well  as  utilization  of,  the  collective  ex- 
perience of  African-American  people  both  cognitively  and 
affectively  not  only  in  planning  activities,  but  also  in  policy, 
research,  administration,  and  direct  service  activities  which 
impact  and  influence  the  quality  of  life  of  African  Americans. 

As  we  seek  to  understand  alcohol  and  other  drug  abuse  among  African 
Americans,  we  must  examine  those  conditions  that  serve  to  impede  their  full 
access  to  basic  societal  institutions.  Chestang  (1972)  identifies  three  condi-  1 
tions  that  describe  the  African  American’s  experience: 

Three  conditions,  socially  determined  [and]  institutionally 
supported,  characterized  the  Black  experience:  social  injus- 
tice, social  inconsistency,  and  personal  impotence.  Social  in- 
justice refers  to  the  denial  of  legal  rights.  Social  inconsistency, 
on  the  other  hand,  is  the  institutionalized  disparity  between 
word  and  deed.  And  impotence  is  an  effect  of  social 
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inconsistency  and  injustice.  It  is  the  feeling  of  powerlessness 
to  influence  the  environment. 

Lerone  Bennett  (1972)  provides  additional  insights: 

The  African-American  experience  is  a radical  reappraisal  of  a 
society  from  the  standpoint  of  men  on  the  bottom.  And  this 
means  that  Blacks  have  experienced  violation,  violence,  and 
exploitation  as  their  truth  and  as  the  truth  of  the  American 
experience. 

i Given  the  hostile  environment  in  which  they  exist,  it  is  critical  to  the 
| survival  and  development  of  African  Americans  that  we  view  drug  alcohol  and 
; other  drug  abuse  as  a function  of  this  experience  in  an  oppressive  environ- 
ment. The  Afrocentric  perspective  provides  a guidepost  for  understanding 
1 alcohol  and  other  drug  abuse  in  the  African-American  community,  not  in 
terms  of  the  chemical,  but  in  terms  of  the  forces  that  initiate  and  perpetuate 
an  individual’s  physical  or  psychological  need  to  use  that  chemical.  Thackeray 
et  al.  (1985)  state: 

Mental  health  is  a positive  state  of  personal  mental  well-being 
in  which  individuals  feel  basically  satisfied  with  themselves, 
their  roles  in  life,  and  their  relationship  with  others. 

Embracing  this  definition,  coupled  with  Chestang’s  (1972)  description  of 
the  African-American  experience,  fosters  an  understanding  of  the  psychoso- 
cial elements  of  AOD  dependence  among  African-American  users.  According 
to  Chestang,  “to  function  in  the  face  of  any  one  of  the  three  conditions  would 
constitute  cruel  and  unusual  violence  to  the  personality.  To  function  in  the  face 
of  all  three,  subjects  the  personality  to  severe  crippling  and  even  destruction.” 


The  tragedy  for  African  Americans  is  that  most  of  them  are  subjected  to  all 
three  conditions  as  the  norm.  Clearly,  the  dysfunctional  effects  of  these 
ever-present  conditions  on  the  African  American’s  self-concept,  roles  in  life, 
and  relationships  with  others  create  fertile  ground  for  developing  dependence 
on  alcohol  and  other  drugs.  These  conditions  are  not  mutually  exclusive,  but 
interrelated  and  interdependent,  and  within  them  are  elements  of  racism  and 
manifestations  of  poverty,  unemployment,  and  so  forth. 


i As  the  individual  attempts  to  perform  those  tasks  that  are  essential  for  a 
! good  quality  of  life,  the  extent  to  which  his  or  her  social  conditions  are  negative 
or  positive  will  determine  that  individual’s  mental-health  status.  Ultimately, 
! dependence  on  alcohol  or  other  drugs  is  a function  of  the  interacting  relation- 
ship between  the  individual’s  social  and  psychological  conditions. 
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Demographic  Social  Conditions  of  Selected 
AOD-Dependent  African  Americans 

Since  February  1989,  the  Southern  University  at  New  Orleans  (SUNO) 
School  of  Social  Work’s  Research  Center  and  the  Desire  Narcotic  Rehabilita- 
tion Center,  Inc.  (DNRC),  have  collected  data  from  intravenous  drug  users 
(IVDU’s).  These  data  reveal  that  heroin  is  the  primary  drug  of  abuse  for  these 
subjects.  (These  data  do  not  represent  the  distribution  of  primary  drugs  of 
abuse  in  the  city,  but  rather  that  portion  of  the  IVDU  population  that  was 
studied  in  the  preliminary  efforts  of  the  project.) 

Figures  1 through  6 show  the  demographic  social  conditions  of  these  400 
heroin  abusers  in  New  Orleans.  The  subjects  interviewed  in  this  project  thus 
far  are  94.1  percent  African  American  and  88.4  percent  male.  Only 

38.2  percent  were  employed  at  any  time  during  the  past  6 months  and  only 

29.2  percent  reported  a job  as  their  primary  source  of  income  during  those  6 
months.  DNRC/SUNO  personnel  reported  that  more  than  25  percent  of  the 
subjects  classified  their  major  source  of  income  as  “other,”  because  only 
6.1  percent  were  willing  to  admit  that  their  income  was  derived  from  illegal 
activities.  Only  31.4  percent  of  this  population  had  received  some  type  of 
vocational  training. 

Meager  economic  resources  render  less  than  25  percent  of  this  group 
capable  of  maintaining  their  own  residence.  The  employment  variables  are 
known  to  be  affected,  to  some  extent,  by  racial  discrimination  arising  from 
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Figure  1.  Race  of  Subjects 


Source:  DNRC/SUNO  AIDS  Community  Outreach  Demonstration  Research  Project 
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Male 

88.4% 


Female 

11.6% 


Figure  2.  Sex  of  Subjects 

Source:  DNRC/SUNO  AIDS  Community  Outreach  Demonstration  Research  Project 


Figure  3.  Employed  During  the  Past  6 Months 


Source:  DNRC/SUNO  AIDS  Community  Outreach  Demonstration  Research  Project 
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Figure  4.  Major  Source  of  Income  During  the  Past  6 Months 

Source:  DNRC/SUNO  AIDS  Community  Outreach  Demonstration  Research  Project 


68.6% 


Figure  5.  Received  Vocational  Training 


Source:  DNRC/SUNO  AIDS  Community  Outreach  Demonstration  Research  Project 
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Figure  6.  Living  at  “Own”  Residence  During  the  Past  6 Months 

Source:  DNRC/SUNO  AIDS  Community  Outreach  Demonstration  Research  Project 


social  injustice  and  inconsistency.  Such  social  inconsistency  is  further 
apparent  among  the  unemployed  individuals  who  have  had  vocational  train- 
ing; the  inability  of  75  percent  of  this  population  to  maintain  a residence  of 
their  own  highlights  the  social  impotence  that  results  from  social  injustice  and 
inconsistency. 

Figures  7 through  10  reflect  program  data  from  the  Louisiana  Department 
of  Health  and  Human  Resources  (DHHR)  Office  of  Prevention  and  Recovery 
From  Alcohol  and  Drug  Abuse  Treatment  Program  in  New  Orleans.  These 
data  demonstrate  the  demographic  social  conditions  of 300  cocaine  abusers  in 
New  Orleans  for  the  year  1989.  Among  these  subjects,  75  percent  are  male 
and  75  percent  are  primarily  cocaine  users. 

All  of  those  in  the  DHHR  Treatment  Program  are  unemployed  African 
Americans,  and  almost  70  percent  of  this  population  has  less  than  a high 
school  education.  These  demographic  characteristics  show  the  same  pattern 
of  oppressive  social  circumstances  as  was  found  among  the  population  of 
primarily  African-American  heroin  users  in  New  Orleans. 

Organizing  for  Action 

The  effects  of  alcohol  and  other  drug  abuse,  HIV  infection,  and  AIDS  in 
African-American  communities  could  very  well  make  Americans  of  African 
descent  a vanishing  culture  in  American  society.  The  only  hope  for 
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Figure  7.  Sex  of  Subjects 

Source:  Louisiana  DHHR  Office  of  Prevention  & Recovery/Alcohol  & Drugs 


Figure  8.  Primary  Drug  of  Use 

Source:  Louisiana  DHHR  Office  of  Prevention  & Recovery/Alcohol  & Drugs 
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Figure  9.  Education  Level 

Source:  Louisiana  DHHR  Office  of  Prevention  & Recovery/Alcohol  & Drugs 
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Figure  10.  Employment 

Source:  Louisiana  DHHR  Office  of  Prevention  & Recovery/Alcohol  & Drugs 
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African-American  communities  to  prevent  further  destruction  is  to  employ  an 
Afrocentric  approach  to  community  organization. 

The  Afrocentric  community-organization  approach  employed  here  refers  to 
an  intervention  method  that  uses  units  and  systems  germane  to  African- 
American  communities  in  preventing  drug  abuse,  HIV  infection,  and  AIDS. 
This  method  involves  planning,  identification,  recruitment,  education, 
motivation,  implementation,  and  evaluation. 

Because  of  the  impact  of  HIV  on  all  aspects  of  the  community,  it  is  essential 
to  involve  all  community  units  and  systems  in  the  community-action  effort. 
This  is  necessary  to  develop  a bridge  to  interagency  networking  for  future 
prevention,  education,  and  treatment  strategies. 

The  Ujima  Approach 

The  paradigmatic  anchor  of  this  approach  is  a synthesis  of  the  African  value 
Ujima  (collective  work  and  responsibility)  developed  by  Karenga  (1979),  the 
collective-capacity  model,  and  a view  of  communities  from  a system’s  perspec- 
tive. Ujima  is  the  third  of  seven  principles  that  constitute  the  Nguzo  Saba. 
According  to  Karenga: 

The  seven  principles  are  the  matrix  and  minimum  set  of 
values  by  which  Black  people  must  live  in  order  to  rescue  and 
reconstruct  their  lives  in  their  own  image,  and  according  to 
their  own  needs. 

Ujima,  as  used  here,  refers  to  the  belief  and  commitment  of  African- 
American  communities  in  using  a community-action  system  to  ensure 
and  preserve  a good  quality  of  life  for  its  members. 

A second  anchor  of  this  community-organization  approach  is  the  collective- 
capacity  model,  sometimes  referred  to  as  the  process  model.  It  is  geared 
toward  building  or  strengthening  a community,  as  well  as  toward  social 
integration  among  people  and  agencies  (Meenaghan  1982).  The  collective- 
capacity  model  works  on  two  major  assumptions:  (1)  cooperative  relations  are 
desirable  and  achievable  and  (2)  people  can  and  will  get  involved. 

A final  anchor  for  this  approach  is  a view  of  community  from  a system’s 
perspective.  According  to  Warren  (1963),  a community  is  that  combination  of 
social  units  and  systems  that  perform  the  major  social  functions  of  local 
relevance.  A system,  according  to  Bertalanffy  (1940),  is  a whole  made  up  of 


* The  other  six  principles  of  the  Nguzo  Saba  are  umoja  or  unity;  kujichajulia  or  self-  j) 
determination;  ujama  or  cooperative  economics;  nia  or  purpose;  kuumba  or  creativity;  and  imani 
or  faith. 
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interrelated  and  interdependent  parts.  Together,  these  viewpoints  provide  a 
basis  for  the  two  major  assumptions  behind  this  community-organizing 
approach: 

1.  Community  refers  to  social  activities  (through  units  and  systems)  that 
afford  people  access  to  areas  of  activity  necessary  in  day-to-day  living. 

2.  The  units  and  systems  are  ideal  sources  for  interacting  with  the  people 
of  a particular  community.  (Meenaghan  1982) 

Community-Organizing  Structure  and  Process 

In  order  to  organize  for  collective  action  to  prevent  alcohol  and  other  drug 
abuse,  HIV  transmission,  and  AIDS  in  African-American  communities,  it  is 
necessary  to  establish  and  mobilize  a core  group  within  the  community.  The 
term  “core  group,”  as  used  here,  refers  to  selected  institutions,  community 
members,  elected  officials,  and  others  who  will  spearhead  the  community- 
action  effort.  The  organizers  must  work  directly  with  and  through  this  group 
to  reach  other  people,  organizations,  and  institutions  in  the  community.  In 
African-American  communities,  the  core  group  consists  of  units  and  systems 
that  include,  but  are  not  limited  to 

• schools; 

• the  criminal  justice  system; 

• street  workers; 

• public  housing/tenant  councils; 

• community  leaders; 

• African-American-owned  newspapers;  and 

• community  communication  systems,  e.g.,  newsletters,  word  of  mouth. 

Core  group  members  should  be  selected  based  on  their  being: 

• People  with  a particular  contribution  to  make  to  the  collective-action 
effort; 

• People  with  numerous  organizational/people  attachments; 

• Representatives  of  the  community’s  demographics  and  special  interests 
(Meenaghan  1982);  and 

• People  who  express  a high  level  of  interest. 

It  is  extremely  important  to  note  that  while  the  core  group  is  the  mechanism 
for  contacting  other  community  members  and  organizations,  input  within  the 
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structure  is  open  to  all.  Figure  11  further  illustrates  the  community- 
organization  and  core-group  structure. 

Process 

Essential  to  the  above  approach  is  a series  of  phases  that  facilitates  the 
development  of  the  community-organization  structure  and,  ultimately, 
achievement  of  the  goal.  These  phases  represent  the  activities  of  the  or- 
ganizers and  the  core  group  that  facilitate  the  cooperative  effort;  these 
activities  comprise  the  organizing  process.  Process,  as  used  here,  refers  to 
intellectual  projections  of  how  people  are  expected  to  behave  in  response  to 
problems  viewed  within  a specific  framework  of  values  and  goals  (Brager  and 
Specht  1973).  It  is  important  to  note  that,  while  the  phases  are  interrelated 
and  interdependent,  they  can  function  both  individually  and  simultaneously. 

CORE  GROUPS 


• Identification 


• Recruitment 

• Education 

• Motivation 

• Implementation 

• Evaluation 

Figure  11.  A Community-Organization  Model  for  the  Prevention  of 
Alcohol  and  Other  Drug  Abuse  and  HIV/AIDS  in  the  African- 
American  Community 
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The  phases  of  the  process,  as  adapted  from  Brager  and  Specht,  include  the 
following: 

• Planning — identifying  and  defining  the  problem,  then  developing  a 
timeframe  for  implementing  community-action  effort;  linking  problem 
identification  to  goal  development;  identifying  the  role  of  core-group 
and  community  members. 

• Identification — identifying  the  members  who  will  comprise  the  core 
group. 

• Recruitment — soliciting  membership  and  commitment  to  the  com- 
munity-action effort. 

• Education — providing  information  or  training  or  both  to  core-group  and 
other  community-action-effort  members. 

• Motivation — cultivating  commitment  and  energy  to  achieve  com- 
munity-action goals. 

• Evaluation — measuring  the  effectiveness  of  the  community-action  ef- 
fort. 

For  this  community-organization  approach,  this  author  suggests  the  Goal- 
Attainment  Model  of  Evaluation,  which  involves  five  steps: 

• Specification  of  the  goal  to  be  measured. 

• Specification  of  the  sequential  set  of  performances  that,  if  observed, 
would  indicate  that  the  goal  has  been  achieved. 

• Identification  of  which  performances  are  critical  to  goal  attainment. 

• Description  and  specification  of  the  indicator  behaviors  [that]  will 
inform  the  evaluator  that  the  goal  has  been  met. 

• Testing  of  whether  each  indicator  behavior  is  associated  with  the 
others.  (Meenaghan  1982,  p.  64) 

The  New  Orleans  Example 

In  1989,  the  National  Institute  on  Drug  Abuse  funded  the  Desire  Narcotic 
Rehabilitation  Center  to  conduct  the  New  Orleans  AIDS  Community  Out- 
reach Demonstration  Research  Project.  The  purpose  of  this  project  is  to 
research  and  demonstrate  effective  methods  for  outreach  and  educational 
intervention  focusing  on  halting  the  spread  of  HIV  among  targeted  high-risk 
groups.  The  subjects  for  this  study  include  IVDU’s,  their  sexual  partners,  and 
other  extremely  high-risk  groups  such  as  prostitutes.  Two  interventions  are 
demonstrated — a standard  intervention  and  an  enhanced  intervention. 
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The  standard  intervention  consists  of  a 5-  to  8-minute  presentation  of 
appropriate  methods  for  cleaning  needles  with  bleach  and  water,  as  well  as 
correct  usage  of  condoms.  Those  receiving  the  standard  intervention  also 
receive  written  and  verbal  information  on  HIV  transmission,  the  threat  of 
AIDS  to  targeted  high-risk  populations,  and  the  availability  of  HIV  testing. 

The  enhanced  intervention  consists  of  a 2 1/2-hour  presentation  that 
includes  three  videotape  presentations;  group  exercises  based  on  a modified  , 
Delphi  consensus-building  technique  using  creative  drawings  by  participants 
in  place  of  written  questionnaires;  and  motivational  discussions  on  the  impor- 
tance of  methods  to  reduce  the  risk  of  HIV  transmission. 

The  hypotheses  of  the  study  generally  predict  lower  rates  of  HTV  sero-positivity 
and  lower  levels  of  high-risk  behaviors  (both  sexual  and  drug-related)  among 
those  in  the  enhanced  intervention  group,  compared  with  those  in  the  standard 
intervention  group.  These  hypotheses  are  tested  in  a modified  (disproportional) 
Solomon  Four-Group  Design  utilizing  standardized  pretest  and  posttest  meas- 
urements of  both  standard-  and  enhanced-  group  subjects. 

The  role  of  the  Social  Work  Department  of  SUNO  involves  the  critical  ad- 
ministration of  the  enhanced  intervention,  all  interviewing,  and  complete  respon- 
sibility for  the  research  itself,  including  statistical  analysis,  reporting,  and  all 
issues  affecting  the  integrity  of  the  research,  such  as  involving  outreach. 

The  Ujima  community-organization  approach  was  used  to  organize  this 
project.  The  core-group  and  the  community-organization  structures  are  il- 
lustrated in  Figure  12. 

Conclusion 

i 

The  effects  of  alcohol  and  other  drug  abuse,  HIV  transmission,  and  AIDS 
on  the  African-American  community  are,  without  question,  the  premier  threat 
to  Americans  of  African  descent.  The  African-American  community’s  only 
hope  of  survival  lies  in  prevention  through  a community-action  effort.  The  ' Hi 
identification  and  delineation  of  the  Ujima  community-organization  ap-  i j 
proach  provides  a viable  mechanism  for  addressing  these  problems  in  the  i j 
African-American  community.  For  if  we  do  not  work  together  to  organize  i \ 
preventive  action,  the  community  will  certainly  perish  individually.  i | 

I I 

I I 

» I 

I Fi 

I I 


FROM  ADVOCACY  TO  ACTION 


203 


CORE  GROUPS 


• Planning 

• Identification 

• Recruitment 

• Education 

• Motivation 

• Implementation 

• Evaluation 


Figure  12.  S UNO/D NRC’s  Community-Organization  Approach  to 
HIV  Research,  Education,  and  Prevention 
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Community  Empowerment 


II 

Wade  W.  Nobles 

It  is  widely  recognized  that  alcohol  and  other  drug  abuse  represents  one  of 
the  major  social  problems  affecting  the  quality  of  life  in  the  United  States. 
Almost  every  societal  ill — from  interpersonal  violence  to  unemployment  to 
homelessness  to  educational  failure  to  adolescent  sexuality/pregnancy  to  child 
] abuse — is  exacerbated  by  alcohol  and  other  drug  abuse.  When  related  to  other 
| societal  problems,  the  toll  in  human  deterioration  associated  with  AOD  abuse 
i is  inestimable. 

J Individuals,  families,  and  communities  across  the  United  States  experience 
the  pain  and  suffering  associated  with  alcohol  and  other  drug  abuse.  Or- 
ganized and  institutional  efforts  to  change  these  destructive  and  debilitating 
behaviors  and  attitudes  must,  therefore,  be  targeted  to  changing  and 
strengthening  the  community.  It  is  the  community  wherein  the  expressions 
and  consequences  of  health  or  disease  are  experienced,  so  it  is  the  community 
that  should  be  viewed  as  an  agent  of  healing  or  resistance  to  disease. 

The  idea  that  alcohol  and  other  drug  abuse  prevention  should  be  linked  to 
the  empowerment  of  the  community  is  part  of  the  justification  for  supporting 
community-based  initiatives  to  address  this  issue.  The  empowering  of  a 
community  to  heal  itself  by  developing  its  own  natural  resistance  to  alcohol 
and  other  drug  abuse  is,  obviously,  a critical  component  of  prevention.  Hence, 
it  will  be  very  important  for  prevention  practitioners  to  understand  what  is 
meant  by  “community  empowerment.” 

What  Is  Community  Empowerment? 

Empowerment  is,  by  definition,  a process  of  enabling.  It  represents  giving 
or  developing  the  power  or  authority  to  act,  control,  or  influence  events  on 
one’s  own  behalf.  The  term  “community”  comprises  the  prefix  “com,”  meaning 
with,  together,  or  altogether,  and  the  root  word  “unity,”  which  means  the  state, 
quality,  or  condition  of  being  one  or  an  intent  to  secure  a single  effect  or  result. 

I Hence,  “community”  literally  means  a condition  characterized  by  its  own 
i oneness  and,  in  being  one  (unified),  is  capable  of  securing  a single  effect.  In 
i common-sense  terms,  a community  is  an  identifiable  area  that  has  recog- 
nizable boundaries,  shares  a common  set  of  experiences  (events,  world  view, 

! values)  and  has  a sense  of  its  own  beingness.  Community,  therefore,  repre- 
! sents  simultaneously  a place  (identifiable  area),  a history  (set  of  shared 
experiences),  and  a people  (sense  of  its  own  beingness). 

Given  the  meaning  of  community  and  the  meaning  of  empowerment, 
community  empowerment  should  be  the  process  of  enabling  people  who  share 
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a common  history  or  place  to  collectively  act,  control,  or  influence  events  in 
ways  consistent  with  their  own  interest  and  sense  of  being.  Community 
empowerment  is  the  process  of  developing  or  enabling  a people  to  create 
experiences  that  are  designed  simultaneously  to  represent  their  view  of  the 
world  and  to  secure  or  establish  the  greater  community  well-being  and 
welfare.  Enabling  depends  directly  on  one’s  ability  to  understand  a particular 
community’s  view  of  the  world  and  its  intrinsic  meaning  and  methods  for 
achieving  the  greater  good.  Communities  and  community  life  are  cultural 
environments.  Accordingly,  culture,  which  is  “the  vast  structure  of  behaviors, 
ideas,  attitudes,  values,  habits,  beliefs,  customs,  language,  rituals, 
ceremonies,  and  practices  ‘peculiar’  to  a particular  group  of  people  and  which  j 
provides  them  with  a general  design  for  living  and  patterns  for  interpreting 
reality”  (Nobles  1986),  is  an  important  aspect  of  community  empowerment. 
Clearly,  a people’s  culture  shapes  and  defines  their  world  view,  values,  and 
beliefs.  In  effect,  culture  is  and  gives  meaning  to  what  people  think,  feel,  and 
do.  Hence,  the  meaning  of  empowerment  for  any  particular  community  will 
be  tied  directly  to  their  culture. 

The  empowerment  process  itself  must  reflect  the  uniqueness  of  each  cul- 
tural community.  Therefore,  the  process  of  community  empowerment  should 
be  designed  for,  and  targeted  to,  a particular  cultural  community. 

In  enabling  a community  to  act,  prevention  practitioners  must  first  learn  ; 
about  and  understand  the  cultural  fabric  and  substance  of  the  particular 
target  community  (Table  1).  The  program  must  be  consistent  with,  for  in- 
stance, th e African-American  cultural  community,  which  is  characterized  in 
part  by  notions  of  harmony,  cooperation,  interdependence,  and  inclusiveness; 
or  the  Asian-American  cultural  community,  which  is  characterized  by  dis- 
cipline, privacy,  self-denial,  connectedness,  and  duty;  or  the  Hispanic  cultural  I 
community,  which  reflects  determinism,  responsibility,  expressiveness, 
humility,  and  respect;  or  the  Euro-American  cultural  community,  which 
reflects  independence,  competition,  control,  individualism,  and  exclusiveness. 

Prevention  practitioners  should  understand  that  while  community  self-  | 
interest  is  always  associated  with  the  community’s  sense  of  the  greater  good, 
the  meaning  of  the  greater  good  differs  for  different  cultural  communities. 
Given  their  own  unique  histories  and  traditions,  the  greater  good  for  the 
African-American  community  would  be,  for  example,  harmony  and  peace.  The 
greater  good  in  the  Asian-American  community  would  be  represented  by  order 
and  connectedness.  The  greater  good  representing  the  self-interest  of  the 
Hispanic  community  would  be  cohesiveness  and  freedom,  while  that  of  the 
majority  Euro-American  culture  is  uniqueness  and  independence. 

In  addition,  enabling  a community  to  act,  control,  influence,  or  create  events  ; 
consistent  with  its  own  sense  of  beingness  requires  an  understanding  of  the  ! 
particular  community’s  identity  principle,  action  orientation,  sense  of 
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Table  1.  Different  Cultural-Community  Meanings 
Community  of 


Components 

African 

Asian 

Hispanic 

Euro-American 

Place 

Urban,  inner-city 

Urban, 

homogeneous 

district 

Urban, 

barrio 

Urban, 

suburban  cosmopolitan 

History 
(perception  of 
experience) 

Interdependence 
Oppression 
External  control 

Interrelated 
Dependent 
Internal  control 

Integrated 
Dominated 
External  control 

Independent 
Self-reliant 
Internal  control 

Peopleness 
(sense  of 
beingness) 

We  (people- 
centered) 

We  (clan- 
centered) 

Us  (family- 
centered) 

Me  (self-centered) 

aesthetics,  concept  of  time,  work  ethic,  and  meaning  of  development.  For 
instance,  in  the  African-American  community,  the  principle  of  identity  is 
people-centered,  with  one’s  identity  being  rooted  in  “the  we.”  The  self-other 
axis  which  represents  the  African-American  orientation  toward  action  or 
behavior  is  rooted  in  being  and  becoming  better.  Character  and  ability  are 
aesthetically  pleasing.  Time  is  relative  and  understandable  only  in  the  context 
of  events  or  phenomena.  Work  is  viewed  as  a means  to  or  necessity  of  life,  and 
development  is  a never-ending  process  of  becoming  “more  better.” 

In  the  Asian-American  community,  the  principle  of  identity  is  clan- 
centered,  with  one’s  identity  also  being  rooted  in  “the  we.”  The  self-other  axis 
or  orientation  toward  action  or  behavior  is  rooted  in  being  procedurally 
correct.  Performance  and  method  are  aesthetically  pleasing.  Time  is  continual 
and  understandable  only  in  the  context  of  events  or  phenomena.  Work  is 
viewed  as  the  evidence  of  life,  and  the  meaning  of  development  is  found  in  the 
complementary  aspects  (Yin  and  Yang)  of  being. 

In  the  Hispanic  community,  the  principle  of  identity  is  family-centered, 
with  one’s  identity  being  rooted  in  “the  us.”  The  self-other  axis  or  orientation 
toward  action  or  behavior  is  rooted  in  “being  connected.”  Power  and  social 
status  are  aesthetically  pleasing.  Time  is  responsive  (it  happens  to  you)  and 
understandable  only  in  the  context  of  events  or  phenomena.  Work  is  viewed 
as  only  a part  of  life,  and  the  meaning  of  development  is  found  within  the 
family/community  process. 
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The  principle  of  identity  for  the  Euro-American  community  is  focused  on 
individualism,  with  one’s  identity  being  rooted  in  being  “the  me.”  The  self- 
other  action  axis  focuses  on  doing,  controlling,  and  dominating  others.  Aes- 
thetic judgments  rely  on  material  wealth  and  economic  ownership.  Time  is 
abstract,  exact,  and  mathematical.  The  work  ethic  represents  a belief  that 
work  is  the  goal  of  life,  with  development  being  perceived  as  a state  or 
condition  with  assigned  status. 

These  examples  of  particular  communities’  attitudes  help  to  give  meaning 
and  significance  to  that  community’s  process  of  human  functioning.  As  such, 
they  also  give  meaning  and  significance  to  alcohol  and  other  drug  abuse 
prevention  theory  and  practice.  Hence,  the  prevention  practitioner  must  help 
different  cultural  communities  to  act,  control,  influence,  or  create  events  that 
are  consistent  with  the  community’s  self-interest  and  sense  of  beingness 
(Table  2).  This  means  the  practitioner  works  to  prevent  alcohol  and  other  drug 
abuse  in,  for  instance,  the  African-American  community  by  developing  in  the 
community  the  power/authority  to  establish  or  reestablish  an  environment  of 
harmony  and  peace.  Community  empowerment  for  the  Asian- American  com- 
munity would  be  in  the  service  of  establishing  or  reestablishing  order  and 
connectedness,  while  that  of  the  Hispanic  community  would  be  in  restoring 
cohesiveness  and  freedom. 

The  remaining  question  becomes,  How  is  community  empowerment 
developed  and  where  or  when  should  it  be  used  as  a prevention  strategy? 
Clearly,  the  notion  of  community  empowerment  in  response  to  alcohol  and 
other  drug  abuse  prevention  can  be  effective  only  to  the  extent  that  it 
represents  (1)  an  element  in  the  community’s  ability  to  arrange  or  rearrange 
environmental  conditions  to  be  conducive  to  alcohol  and  other  drug  abuse 
prevention,  and  (2)  an  extension  of  the  community’s  cultural  characteristics 
as  instruments  of  influence  on  the  community’s  quality  of  life. 

How  Is  Community  Empowerment  Developed? 

Community  empowerment  is  developed  via  the  organizational  and  institu- 
tional fabric  of  each  community.  The  work  of  any  community  is  accomplished 
through  its  indigenous  organizations  and  institutions.  In  fact,  the  quality  of 
community  life  can  be  directly  measured  by  (1)  the  extent  to  which  people  in 
the  community  are  capable  of  addressing  their  problems  through  organized 
and  systematic  efforts,  and  (2)  by  the  effectiveness  of  these  community-based 
organizations  and  institutions.  In  addition  to  the  formal  religious,  health, 
educational,  political,  and  economic  institutions,  community  life  is  also  shaped 
by  informal  organizations  (e.g.,  book  clubs,  housing  associations,  youth  clubs, 
sports  teams),  which  emerge  from  the  fabric  of  community  need  and  desire. 

It  is  important  to  understand  that  these  formal  and  informal  organizations  i 
become  the  body  of  community  life  and  the  mechanisms  for  community 
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(necessity  of  life) 
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maintenance  and  change.  Each  cultural  community,  however,  ascribes  dif- 
ferent importance  to  the  different  organizations  within  its  boundaries.  For 
example,  based  upon  its  own  history  and  experience,  a community  may  accord 
greater  importance  to  religious  organizations  than  economic  ones.  Similarly, 
another  community  may,  due  to  its  historical  relations  with  the  power  struc- 
ture, view  some  organizations  as  the  enemy,  while  a third  community  may 
view  community  organizations  as  an  intrusion  on  the  independence  of  family 
and  even  resist  the  establishment  of  formal  community  organizations. 

Since  community  empowerment  is  the  process  of  enabling  people  to  act, 
control,  influence,  or  create  events  in  their  own  interest,  how  one  develops  or 
supports  the  enabling  process  and  links  it  to  AOD-abuse  prevention  must  also 
reflect  and  respect  the  community’s  sense  of  its  own  beingness.  Therefore,  the 
prevention  practitioners’  selection  of  an  agency  or  organization  should  depend 
on  the  importance  of  that  organization  to  the  community  itself  and  the 
relevance  of  that  agency  or  organization  to  alcohol  and  other  drug  abuse 
prevention. 

The  development  of  community  empowerment  is  itself  a process  and  can  be 
thought  of  as  having  four  distinct  but  interrelated  phases:  realization,  preser- 
vation, reproduction,  and  refinement.  Depending  on  the  target  community 
agency  or  organization,  the  specific  activity  within  each  of  these  phases  will 
obviously  differ.  The  four  phases,  however,  should  characterize  the  develop- 
ment of  community  empowerment  regardless  of  organizational  type. 

In  the  Hispanic  cultural  community,  for  instance,  the  church  is  very 
significant.  In  many  ways,  the  church  shapes,  defines,  and  gives  meaning  to 
what  Hispanic  people  think,  feel,  and  do.  The  centrality  of  the  church  repre- 
sents for  many  the  cohesiveness  and  family-centeredness  that  is  associated 
with  this  community’s  meaning  of  the  greater  good.  The  church,  or  more 
correctly  one’s  relationship  to  the  church,  also  represents  one’s  social  status 
and  level  of  respect  in  the  community.  Hence,  Hispanic  community  empower- 
ment could  target  religious  organizations  and  link  their  traditional  mission 
to  the  task  of  alcohol  and  other  drug  abuse  prevention.  The  empowerment 
process  thus  would  seek  to  align  the  church’s  teachings  and  doctrine  with  the 
goal  of  alcohol  and  other  drug  abuse  prevention.  The  self-realization  task  for 
the  prevention  practitioners  is  to  help  the  church  realize  the  appropriateness 
of  alcohol  and  other  drug  abuse  prevention  to  its  mission  and  purpose. 
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The  self-preservation  phase  would  focus  on  demonstrating  how  alcohol  and 
other  drug  abuse  prevention  activity  provides  the  church  with  a greater  ability 
to  preserve  that  which  is  good  and  positive  in  community  life.  The  third  phase, 
self-reproduction,  should  focus  on  clarifying  those  aspects  of  community  life 
that  are  essential  to  its  sense  of  beingness  and  that  must  be  reproduced  if  the 
community  is  to  continue  to  maintain  its  cultural  integrity.  In  this  regard,  the 
prevention  practitioners  could  link  alcohol  and  other  drug  abuse  prevention 
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with  the  church’s  responsibility  for  reproducing  the  identity,  aesthetics, 
ethics,  and  so  forth  of  its  community.  In  so  doing,  the  church  becomes  a natural 
ally  in  alcohol  and  other  drug  abuse  prevention  activity  because  both  target 
the  value  of  family  and  the  sense  of  belonging  as  a goal  and  attribute  of  healthy 
living. 

The  final  phase,  self-refinement,  is  the  most  difficult  because  it  prods  the 
community  to  change  for  the  better.  Change  of  any  kind  is  often  resisted.  In 
this  phase,  the  prevention  practitioners  would  attempt  to  enable  the  com- 
munity via  the  church  by  extending,  clarifying,  and  redefining  the 
community’s  view  of  the  world  relative  to  both  alcohol  and  other  drug  abuse 
prevention  and  to  the  task  of  securing  future  community  well-being  and 
welfare.  This  phase  is  difficult  because  it  requires  the  prevention  practitioners 
to  preserve  community  traditions,  values,  and  beliefs  while  introducing  new 
ideas,  beliefs,  and  behaviors. 

In  the  African-American  cultural  community,  the  church,  school,  and  sports 
and  entertainment  are  significant  organizational  structures.  Hence,  the 
prevention  practitioner  could  target  the  church  in  ways  similar  to  those  used 
in  the  Hispanic  cultural  community.  Given  the  extreme  importance  and 
influence  of  entertainment  in  the  African-American  community,  the  preven- 
tion practitioner  would  do  well  to  target  sports  and  entertainment  organiza- 
tions (professional  sports  teams  or  music-video  production  companies)  as 
instruments  of  community  empowerment  for  alcohol  and  other  drug  abuse 
prevention.  With  this  focus,  the  prevention  practitioner  could  link  these 
organizations  to  the  issues  of  alcohol  and  other  drug  abuse  prevention  via  the 
phases  of  realization,  preservation,  reproduction,  and  refinement. 

In  the  African-American  cultural  community,  music  videos,  for  instance, 
are  very  popular,  particularly  with  the  young.  Unfortunately,  music  videos 
probably  have  more  influence  than  the  church  in  defining  and  giving  meaning 
to  what  young  African  Americans  think,  feel,  and  do.  Hence  music  videos  could 
be  a source  for  reestablishing  the  harmony  and  balance  that  are  associated 
with  the  African-American  cultural  community’s  traditional  concept  of  the 
greater  good.  Prevention  practitioners  could  target  music-video  production 
companies  and  link  their  usual  business  to  the  task  of  alcohol  and  other  drug 
abuse  prevention.  The  empowerment  process  in  this  regard  would  be  to  align 
the  messages  and  purposes  of  the  music  videos  with  the  goal  of  alcohol  and 
other  drug  abuse  prevention.  Through  this  process,  music  videos  could  be 
created  to  better  represent  a positive  view  of  the  world  and  thereby  secure  or 
establish  the  well-being  and  welfare  of  the  African-American  community. 

The  self-preservation  phase  would  focus  on  demonstrating  how  alcohol  and 
other  drug  abuse  prevention  activity  provides  sports  and  entertainment  with 
a greater  ability  to  preserve  that  which  is  good  and  positive  in  community  life 
and  thereby  better  empower  the  community  to  create  experiences  that 
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preserve  or  establish  greater  community  well-being.  The  self-reproduction 
phase  would  focus  on  clarifying  those  aspects  of  community  life  that  are 
essential  to  its  sense  of  beingness  and  that  must  be  reproduced  in  the 
community  if  it  is  to  continue  to  maintain  its  cultural  integrity.  In  this  regard, 
the  prevention  practitioners  could  link  alcohol  and  other  drug  abuse  preven- 
tion with  sports  and  entertainment’s  responsibility  to  reproduce  the  identity, 
aesthetics,  and  ethics  of  its  community.  In  so  doing,  sports  and  entertainment 
will  become  a natural  ally  of  alcohol  and  other  drug  abuse  prevention  activity 
because  both  would  represent  perfection/excellence  and  target  harmony, 
peace,  and  prosperity  as  goals  and  attributes  of  healthy  living. 

Given  the  negative  qualities,  such  as  promotion  of  AOD  use  and  exploitation 
of  women,  in  some  music  videos,  the  final  phase  of  community  empowerment, 
self-refinement,  would  be  very  difficult.  This  phase  is  concerned  with  changing 
the  community  for  the  better,  and  because  there  are  large  profits  associated 
with  making  raunchy  music  videos,  change  in  this  area  will  be  resisted. 

In  working  with  sports  and  entertainment  agencies,  the  prevention  prac- 
titioner should  attempt  to  enable  the  community,  by  extending,  clarifying,  and 
redefining  the  agency’s  view  of  the  world  relative  to  African-American  culture, 
values,  and  traditions;  alcohol  and  other  drug  abuse  prevention;  and  the 
responsibility  of  securing  future  community  well-being  and  welfare.  In  so 
doing,  music  videos  or  other  forms  of  sports  and  entertainment  could  serve  as 
the  creative  aspect  of  community  self-refinement. 

When  to  Use  It 

Communities  should,  out  of  their  own  sense  of  viability,  develop  strategies 
for  generating  or  developing  alcohol  and  other  drug  abuse  prevention  ac- 
tivities. However,  this  can  happen  only  when  a community  has  a sense  of  its 
own  viability,  and  the  community  has  the  license  to  be  itself,  i.e.,  to  reflect  and 
respect  its  own  cultural  truths.  Hence,  a prerequisite  to  community  empower- 
ment and  effective  alcohol  and  other  drug  abuse  prevention  activity  is  the 
reclamation  of  cultural  traditions  and  precepts.  For  example,  in  the  African- 
American  community,  where  the  scars  of  White  supremacy  are  long  and  deep, 
the  reclamation  and  explication  of  African  and  African-American  cultural 
values,  beliefs,  and  traditions  are  fundamentally  essential  to  the  task  of 
community  empowerment  and  alcohol  and  other  drug  abuse  prevention.  The 
move  to  develop  African-centered  prevention  strategies  and  programs  is 
consistent  with  this  understanding. 

Parenthetically,  it  should  be  noted  that,  given  that  all  is  not  well  with  the 
African-American  community,  it  is  especially  critical  that  the  current  be- 
havior of  the  African-American  community  not  be  mistaken  as  an  expression 
of  African-American  culture.  It  is  important  to  remember  that  behavior 
results  from  the  interaction  of  culture  with  a people’s  material  condition  and 
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that  both  culture  and  condition  must  be  understood  and  manipulated  if  change 
i is  to  be  achieved. 

For  instance,  the  values  prized  in  African  culture  include  a high  regard  for 
life,  cooperation,  interpersonal  connectedness,  and  collective  responsibility 
(Goddard  and  Nobles  1991).  Similarly,  the  behavioral  and  mental  dispositions 
of  Africans  emphasize  notions  of  commonality,  similarity,  and  synthesis. 
Traditional  African  and  African-American  lifestyles  were  guided  by  the  added 
principles  of  restraint,  respect,  responsibility,  and  reciprocity.  This  complex 
of  cultural,  mental,  and  behavioral  disposition  is  referred  to  as  Afrocentricity, 
the  quality  of  thought  and  practice  that  is  rooted  in  the  cultural  image  and 
interest  of  African  people  (Karenga  and  Carruthers  1986;  Asante  1990;  Nobles 
! 1986).  It  refers  to  the  life  experiences,  history,  and  traditions  of  African  people 

as  the  center  of  one’s  analysis,  programmatic  development,  and  notion  of 
community  empowerment.  As  the  core  and  fundamental  quality  of  African- 
American  beingness  and  becoming,  Afrocentricity  reaffirms  the  right  of 
African  people  to  (1)  exist  as  a people,  (2)  contribute  to  the  forward-flowing 
process  of  human  civilization  and  culture,  and  (3)  share  with  as  well  as  shape 
the  world  in  response  to  their  energy  and  spirit. 

An  African-centered  model  of  prevention  takes  as  its  fundamental  premise 
the  notion  that  the  most  effective  prevention  techniques  are  those  that 
promote  the  community’s  natural  resilience  and  resistance  to  alcohol  and 
other  drug  abuse.  Any  strategy  designed  to  address  behavioral  dysfunctioning 
must  be  consistent  with  the  general  African-American  design  for  living  and 
patterns  for  interpreting  reality  (Nobles  1986).  Accordingly,  the  African- 
centered  model  of  community  empowerment  is  a systematic  process  whereby 
one  develops  or  stimulates  the  knowledge,  skill,  ability,  attitude,  and  charac- 
ter necessary  for  the  community  to  create  experiences  that  are  simultaneously 
designed  to  represent,  reflect,  and  protect  the  African-American  view  of  the 
world  and  to  secure  or  establish  the  community’s  greater  well-being  and 
welfare. 

Using  African-American  culture  to  achieve  community  empowerment  and 
to  guide  alcohol  and  other  drug  abuse  prevention  would  include  (1)  the  belief 
that  every  African  American  can  lead  a drug-free  life;  (2)  a process  in  which 
I knowledge  is  directly  connected  to  the  person  and  community;  (3)  program- 
matic techniques  and  practices  characterized  by  cooperation  and  mutuality; 

(4)  the  blending  of  individual  achievement  with  collective  advancement; 

(5)  the  desire  to  continually  guide  each  youth  to  a higher  level  of  understanding 
and  functioning;  (6)  the  underlying  goal  of  personally  contributing  to  one’s 
own  as  well  as  everyone’s  fulfillment;  (7)  training  that  is  linked  to  the 
individual’s  and  the  community’s  well-being  and  welfare;  and  (8)  cooperative 
effort  to  continually  develop  and  expand  the  natural  resiliencies  of  the 
community. 
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Conclusion 

While  prevention  practitioners  would,  obviously,  like  to  have  a catalog  of 
specific  activities  or  a list  of  the  key  steps  to  take  relative  to  community 
empowerment  and  alcohol  and  other  drug  abuse  prevention,  the  truth  of  the 
matter  is  that  there  is  no  one  set  of  steps.  If  community  empowerment  is  to 
mean  anything,  then  it  must  be  based  on  every  cultural  community  “hearing 
its  own  music  and  doing  its  own  dance.”  The  key  is  in  understanding  and 
appreciating  the  cultural  integrity  of  the  various  communities,  and  then  using 
that  cultural  integrity  to  enable  the  community’s  people  to  act,  control, 
influence,  and  create  experiences  that  both  represent  their  view  of  the  world 
and  secure  the  greater  community  well-being  and  welfare. 

Clearly,  a people’s  sense  of  reality  and  the  community’s  will  to  act  on  that 
reality  are  influenced  by  their  culture,  concrete  conditions,  and  prevailing 
level  of  consciousness.  In  many  respects,  however,  the  conditions  of  com- 
munity life  (e.g.,  availability  of  alcohol  and  other  drugs,  demand  reduction, 
interdiction,  prevention)  are  directly  determined  by  the  political  forces  and 
infrastructure  that  govern  community  life.  Hence,  the  eradication  of  alcohol 
and  other  drug  abuse  is  directly  linked  to  those  political  forces  and  infrastruc- 
ture that  determine  the  relevance,  importance,  priority,  and  allocation  of 
resources  necessary  to  address  issues  and  problems  experienced  by  the  com- 
munity. Moreover,  the  very  process  of  developing  community  empowerment 
is  also  linked  to  and  shaped  by  political  forces. 

In  fact,  the  ultimate  indicator  of  community  empowerment  will  be  political. 
That  is  to  say,  the  obvious  consequence  of  enabling  a community  is  that  the 
community  will  gain  the  ability  to  create  an  organizational  mass  that  will 
influence  the  selection,  election,  and  accountability  of  public  officials  and 
administrative  officers.  Problem  identification,  issue  clarification,  voter 
registration,  demonstrations,  legislative  caucuses,  regulatory  agencies, 
zoning  laws,  lobbying,  candidacy,  and  so  on  all  become  the  natural  outgrowth 
of  community  empowerment. 

Clearly,  if  alcohol  and  other  drug  abuse  prevention  activities  are  to  become 
an  integral  part  of  a community’s  lifestyle,  then  the  process  of  community 
empowerment  must,  at  some  point,  understand,  reflect,  and  result  in  the 
community  acting  on,  controlling,  influencing,  and  eventually  becoming  the 
political  forces  and  creating  infrastructure  that  will  be  most  responsive  to  and 
supportive  of  the  community’s  self-interest,  well-being,  and  welfare. 
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Spirituality:  Total  Healing  Within  and  Without 

H.  Beecher  Hicks,  Jr. 

If  what  one  reads  is  to  be  believed,  this  may  be  the  most  religious  era  in 
American  history.  Never  before  has  America  witnessed  such  profound  growth 
and  development  in  her  churches.  If  what  one  sees  is  to  be  believed,  there  has 
never  been  a time  when  the  “church  business”  was  more  lucrative  or  produc- 
tive. George  Bama  (1990),  in  his  review  of  what  Christians  need  to  know  about 
life  in  the  year  2000,  reports: 

• There  are  more  than  150  Protestant  denominations  with  some  325,000 
local  congregations. 

• There  are  an  additional  23,000  Roman  Catholic  Churches  in  America. 

• There  is  one  Protestant  church  for  every  550  adults  in  America — a 
better  ratio  of  adults  per  “franchise”  than  McDonald’s,  Sears,  Domino’s 
Pizza,  or  even  the  U.S.  Postal  Service  can  boast. 

• During  the  course  of  1991,  about  125  million  adults  will  attend  a church 
service. 

• “Mega  churches”  and  “super  churches”  are  basking  in  media  spotlights. 

Yet,  for  all  these  outward  signs  of  religious  success,  a spiritual  sickness 
stalks  the  land,  and  a spiritual  perversion  is  at  once  undeniable  and  un- 
avoidable. On  the  other  side  of  this  church-growth  phenomenon  is  a reality 
that  all  is  not  well  with  the  traditional  church-oriented  brand  of  religion. 
Futurists  are  suggesting  some  unsettling  changes  in  the  coming  decade: 

• Traditional  Christianity  will  be  less  acceptable,  and  as  adults  continue 
their  search  for  truth  and  purpose,  they  will  become  syncretistic,  taking 
the  best  facets  of  the  religions  they  encounter  to  form  a new  “blended” 
faith. 

• As  elements  of  Eastern  religions  become  more  prolific,  the  most  appeal- 
ing aspects  of  Christianity  will  be  wed  to  the  exotic  and  fascinating 
attributes  of  Eastern  faiths.  This  will  be,  in  fact,  an  attempt  to  improve 
Christianity  by  restructuring  it. 

• By  the  year  2000,  Americans  will  no  longer  be  interested  in  absolutes, 
preferring  perspectives  that  allow  for  relative  values.  They  will  cling  to 
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the  notion  that  there  is  no  absolute  truth,  no  absolute  reality,  and  no 
absolute  force.  The  very  understanding  of  God  will  be  reshaped  because 
of  what  appears  to  be  a widespread  acceptance  of  conditional  truth. 


All  this  could  be  deemed  unimportant  and  summarily  dismissed  were  it  not 
for  the  fact  that  as  a people  and  as  a Nation  we  have  come  face  to  face  with  a 
crisis  of  epidemic  and  endemic  proportions.  Alcohol  and  other  drug  abuse  have 
ushered  in  an  era  of  hopelessness  and  despair.  Alcohol  and  other  drug  abuse, 
accompanied  by  AIDS,  has  caused  the  Nation  to  shake  its  collective  head  in 
disbelief.  Infant  mortality,  Black-on-Black  crime,  and  incarceration  have 
become  the  watchwords  of  society.  We  are  incensed  and  insulted  by  the 
implications  of  this  crisis  that  is  upon  us — a crisis  we  did  not  create,  cannot 
control,  and  cannot  escape. 


An  Epidemic  of  Death 

There  are  means  by  which  order  can  be  restored  in  the  individual  lives  and 
families  and  communities  that  have  been  devastated  by  the  problems  as- 
sociated with  alcohol  and  other  drug  abuse  and  AIDS.  But  it  is  hard  even  to 
remember  those  means  while  standing  in  the  light  of  what  can  be  described 
as  an  epidemic  of  death. 

This  author  is  a preacher  of  the  Gospel  of  Jesus  Christ,  which  alone  makes 
me  suspect  in  the  eyes  of  many.  The  moral  preachments  of  those  who  stand 
in  pulpits  have  already  alienated  hundreds  and  thousands  who  are  no  longer 
convinced  that  they  can  come  within  the  walls  of  the  traditional  church  for 
the  nurturing  they  need,  the  comfort  they  require,  or  the  grace  that  God  has 
guaranteed. 

But  if  we  make  no  social  judgments  regarding  the  causes  of  alcohol  and 
other  drug  abuse,  and  if  we  make  no  moral  judgments  or  pious  pronounce- 
ments about  the  tragedy  of  AIDS  and  its  attendant  problems,  the  reality 
remains  that  our  cultural  orientation  has  been  disrupted  because  our  values 
have  been  made  relative — truth  and  reality  have  no  absolutes.  In  addition,  for 
those  who  believe  that  there  is  a God,  even  that  God  is  in  the  process  of  being 
revised  and  reshaped  by  a culture  out  of  control. 

If  we  make  no  judgment  regarding  AIDS  and  heterosexuality  or 
homosexuality,  the  death  is  just  the  same.  The  reality  remains  that  the 
aberrations  of  our  culture  have  placed  before  us  the  means  and  the  mode  of 
our  own  genocide  and  death.  But  more  than  all  of  this  is  the  death  of  pride, 
the  death  of  values,  the  death  of  families,  the  death  of  self-respect.  We  live  in 
a land  that  seeks  to  revise  its  concept  of  God  by  placing  limitations  and 
conditions  on  God’s  right  to  be  God,  and  to  put  in  His  place  immediate 
gratification,  hedonistic  pleasure,  narcissistic  greed,  material  values,  and 
disregard  for  the  opposite  sex.  What  we  face  is  not  simply  the  destruction  of 
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! an  isolated  abuser,  a desperate  criminal,  or  a body  invaded  by  an  uncon- 
i trollable  virus,  but  the  seed  of  destruction  and  death  for  us  all — Black  and 
: White,  male  and  female,  rich  and  poor,  educated  and  ignorant,  straight  and 

I gay- 

I 

We  are  dealing  with  an  epidemic  of  death.  Alcohol  and  other  drug  abuse 
and  AIDS  are  the  focus  of  this  paper,  but  they  are  only  part  of  the  picture, 
only  the  enemy  that  is  seen.  There  is  a larger,  more  pernicious,  more  destruc- 
tive enemy  that  is  unseen.  The  issue  here  is  death. 

• One-half  of  African-American  youth  are  unemployed — that’s  death. 

• When  America  went  to  war  in  the  Middle  East,  one-third  of  the  N ation’s 
defenders  were  African  American — that’s  death. 

1 • In  the  last  decade,  20,000  African  Americans  were  slain  in  our  cities’ 

streets,  representing  more  than  the  total  number  of  soldiers  of  color 
who  died  in  Vietnam — that’s  death. 

• One  in  four  young  African-American  males  is  either  in  prison,  in  jail, 
on  parole,  or  on  probation — that’s  death. 

• There  are  436,000  African-American  males  enrolled  in  college,  but  at 
the  same  time,  609,690  young  African-American  males  are  in  prison — 
that’s  death. 

This  is  not  to  suggest  that  the  problems  of  alcohol  and  other  drug  abuse  and 
AIDS  are  exclusively  African  American.  They  are  not.  Nor  are  these  tragic 
realities  caused  by  racism  alone;  they  are  not.  But  the  problems  we  face,  and 
the  statistics  with  which  we  deal,  according  to  Loury  (1990),  represent  an 
extent  of  social  and  spiritual  deprivation,  a degree  of  misery,  a hopelessness 
and  despair,  an  alienation  that  is  difficult  if  not  impossible  for  the  citizens  of 
the  American  culture  to  comprehend  or  respond  to  adequately. 

This  is  important  because  the  issue  is  spiritual  more  than  social,  political, 
or  racial.  Society  is  out  of  control,  and  it  would  seem  that  the  church — the 
purveyor  of  the  spiritual,  that  earthly  instrument  that  seeks  to  bring  human 
hurt  into  alignment  with  Divine  Will,  the  repository  of  religion  in  America — is 
either  too  ingrown,  too  apathetic,  or  too  impotent  to  make  a critical  difference 
in  the  lives  of  those  who  need  it  most. 

Decline  and  Decay 

The  sociospiritual  epidemic  of  death  calls  for  clear  and  precise  analysis.  If 
there  is  to  be  any  empowerment  for  change  or  any  meaningful  spiritual 
realignment,  it  will  not  be  achieved  by  a litany  of  statistics,  cross-cultural 
name  calling,  or  the  self-serving  placement  of  racial  accusations  and  blame. 
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What  will  help  is  discovering  what  caused  the  condition — diagnosing  the 
illness — so  that  we  can  find  the  prescription  and  cure.  Cornell  West  (1991)  has 
suggested  that  several  signs  mark  American  cultural  and  societal  decay. 
While  West’s  analysis  appears  to  be  sociopolitical,  a fundamentally  spiritual 
perspective  in  fact  characterizes  his  thoughts. 

Any  surface  analysis  of  the  American  social  order  will  invariably  point  to 
the  problems  of  undereducation,  insufficient  savings,  short-term  profiteering, 
inadequate  technical  education,  the  incapacity  to  mobilize  resources,  and  a 
deficiency  of  leadership.  In  these,  decline  and  decay  appear  at  every  level. 
West  suggests,  however,  that  broader  and  more  significant  problems  ought  to 
claim  our  attention: 

• The  erosion  of  civil  society.  This  erosion  is  manifested  in  the  disruption 
of  the  family  and  the  incapacity  of  the  schools  to  affect  our  children 
socially,  morally,  or  intellectually.  Indeed,  society  itself  is  in  danger 
when  there  is  neither  the  will  nor  the  resources  to  nurture  children  in 
the  dawn  of  their  lives  nor  to  sustain  and  support  the  aging  in  the 
twilight  of  theirs. 

• The  escalation  of  violence.  The  whole  Nation  and  the  world  have  come 
face  to  face  with  the  reality  of  the  violence  that  has  a stranglehold  on 
our  citizens.  Looking  at  the  murder  statistics,  it  would  appear  that  life 
has  no  value.  The  blood  that  runs  in  our  streets  has  placed  an  indelible 
stain  on  the  souls  and  psyches  of  our  cities. 

• The  presence  of  cultural  amorality.  Morals  today  have  not  decreased; 
morality  has  been  erased.  The  barriers  to  negative  behaviors  are  down, 
the  restrictions  are  gone,  and  the  word  “no”  has  been  removed  from  our 
vocabulary.  We  live  in  a “no-holds-barred,”  “anything  goes,”  “if  it  feels 
good,  do  it”  society  that  gives  no  thought  and  little  regard  to  any  cultural 
laws  or  social  mores. 

• Spiritual  impoverishment.  A lethal  linkage  exists  between  downward 
social  mobility  and  spiritual  impoverishment.  Wherever  spiritual  im- 
poverishment exists,  it  is  joined  by  a meaninglessness  and  loneliness 
that  promote  self-destruction,  chaos,  and  anarchy.  Whenever  a society 
is  spiritually  impoverished,  an  abundance  of  cynicism,  boredom,  and 
narcissism  is  always  to  be  found. 

( 

But  more  is  at  work  here  than  impoverishment,  a condition  of  people  who 
have  systemically  been  denied  the  resources  necessary  for  life.  Instead, 
America  suffers  from  spiritual  malnutrition — a condition  that  exists  when 
people  are  either  denied  the  right  to  be  fed  or  fed  that  which  has  no  nutritional 
value. 

The  problems  our  society  faces  are  a direct  result  of  our  failure  to  dine  on 
what  can  legitimately  feed  our  lives  spiritually.  The  erosion  of  our  spiritual 
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lives  comes  because  education  alone  is  not  enough.  Allan  Bloom  (1987)  has 
suggested  that  “education  has  failed  democracy  and  impoverished  the  souls 
of  today’s  students.”  As  a consequence,  we  live  in  an  age  that  values  knowledge 
but  produces  few  who  are  wise.  We  are  skilled  in  gathering  facts,  but  our 
children  are  unable  to  handle  the  facts  of  life  appropriately  and  responsibly. 
For  all  our  ability  to  gather  information,  we  are  still  unable  to  create  character. 

Thus,  we  are  spiritually  malnourished.  We  took  prayer  out  of  our  schools 
and  cocaine  walked  in.  We  raised  a generation  of  children  who  have  confused 
love  with  lust,  and  teenage  pregnancy  abounds.  We  taught  our  children  to 
pursue  the  god  of  money  and  erased  from  their  consciousness  any  idea  of 
morality.  Perhaps  we  have  arrived  at  a time  in  our  collective  lives  when,  like 
Daniel  and  the  Hebrew  children,  we  must  decide  not  to  eat  the  king’s  meat. 
We  must  feed  ourselves,  we  must  feed  our  children,  we  must  feed  our  society 
from  the  very  best  resources  that  will  nurture  us,  enrich  us,  strengthen  us, 
and  bring  us  life  and  not  death. 

One  other  critical  sign  of  our  society’s  decline  and  decay  is  perhaps  the  most 
telling  of  all.  That  fifth  sign  is  of  a society  addicted  to  stimulation.  There  can 
be  little  argument  that  most  of  the  decline  and  decay  in  our  society  comes  as 
a direct  result  of  some  form  of  addictive  behavior.  We  have  been  taught  to 
understand  the  human  body  as  an  organ  of  stimulation  rather  than  as  an 
entity  with  which  to  live  in  community  and  harmony. 

Consider  that  the  great  source  of  entertainment  in  pre-21st-century 
America  is  not  the  theater,  not  sporting  events,  not  museums,  not  churches. 
No — Americans  spend  the  majority  of  their  leisure  time  in  shopping  malls.  We 
are  a people  addicted  to  spending — or  at  least  addicted  to  the  idea  of  spending 
if  we  have  no  cash  to  spend.  To  celebrate  the  major  Christian  holiday  of  the 
year,  we  purchase  gifts  we  cannot  afford,  with  money  we  do  not  have,  on  credit 
limits  we  overextend,  for  people  we  do  not  even  like — and  it  makes  us  feel 
goodl 

We  are  addicted  to  stimulation  even  in  church.  In  too  many  instances,  the 
church’s  task  is  no  longer  to  teach  or  to  inspire  or  to  organize  for  collective 
growth.  The  task  of  the  church  has  become  entertainment,  in  direct  competi- 
tion with  other  forms  of  stimulation.  It  is  often  through  the  medium  of  gospel 
music  that  people  are  stimulated;  they  come  to  church  for  their  weekly  “fix.” 
And  when,  on  occasion  in  our  tradition,  there  are  those  who  “shout”  in  response 
to  the  stimulation,  it  bears  a remarkable  resemblance  to  an  illicit-drug 
overdose — rhythmic  convulsions,  loss  of  consciousness,  incredible  euphoria, 
and  pleasure  that  exceeds  the  experience  of  orgasm. 

The  authentic  expression  of  commitment  to  religious  reality  requires  a 
verbal  and  expressive  outlet;  across  the  centuries  African  Americans  have 
come  to  know  this  joyous  release  from  the  anxieties  and  tensions  that  beset 
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them.  But  too  often  today,  the  “shout”  is  for  its  own  sake,  and  not  out  of  genuine 
religious  fervor.  So  even  the  church  is  caught  in  the  vise  of  offering  stimulation 
to  the  point  of  addiction.  And  if  it  is  stimulation  without  enrichment,  it  can 
lead  to  nothing  less  than  death. 

Balm  in  Gilead 

How  then  shall  we  reconcile  a Nation  out  of  balance  with  itself?  How  shall 
we  eliminate  the  tension  that  exists  between  the  polarities  of  spirituality  and 
stimulation?  How  shall  we  bring  order  to  those  whose  lives  have  been  dis- 
rupted? How  shall  we  replace  the  destructive  tendencies  of  those  who  wind  up 
lower  than  low  in  an  attempt  to  be  higher  than  high? 

First,  we  must  recognize  the  fundamental  difference  between  religion  and 
spirituality.  Religion  is  external;  it  may  be  a bandage  on  the  outside,  but  it 
cannot  cure  the  cancer  on  the  inside.  Religion  is  an  outward  denomination 
that  has  little  to  do  with  inward  determination.  The  answer  we  seek  is  neither 
in  our  private  brands  of  religion  nor  in  the  perverted  doctrines  and  dogmas  of 
televised  Christianity  or  any  other  packaged  and  promoted  imitation  of  faith. 
Authentic  spirituality  is  what  David  described  as  “a  tree  planted  by  the  rivers 
of  water.” 

Spirituality  enables  people  to  get  in  touch  with  what  is  outside  and  beyond 
themselves.  Spirituality  is  who  and  what  people  are  when  they  stand  alone  in 
the  presence  of  God.  Spirituality  is  not  dependent  on  a manmade  organization 
but  is  related  to  what  David  calls  “deep  calling  unto  deep.” 

The  solution  to  our  societal  problems  is  not  to  be  found  in  getting  people 
into  churches — though  that  may  be  the  next  stop  on  their  journey.  Religion 
alone  is  not  enough.  Religion  gets  you  in  the  building,  but  spirituality  gets  God 
in  you. 

We  must  learn,  in  a culture  addicted  to  entertainment  and  stimulation,  that 
our  moral  identity  must  be  deeper  than  our  racial  identities,  and  our  spiritual 
identities  must  be  deeper  than  both.  To  the  extent  that  we  nurture  and  develop 
individual  spiritualities,  total  healing  is  not  only  possible,  it  is  inevitable. 

And  yet,  the  spirituality  we  seek,  while  difficult  to  find,  is  easily  articulated. 
The  Apostle  Paul,  when  he  wrote  to  the  Philippian  church,  suggested  some- 
thing of  a measure  of  his  own  spirituality:  “I  have  learned  in  whatsoever  state 
I am  in,  therewith  to  be  content”  (4:10). 

In  a sense,  ultimate  spirituality  comes  when  we  are  able  to  accept  who  and 
what  we  are  as  we  stand  under  the  awful  scrutiny  of  God.  We  are  a Nation  ill 
at  ease.  We  are  people  at  odds  with  ourselves.  We  are  people  who  live  daily 
with  the  demons  of  depression  and  discontent.  Contentment  comes  when  our 
relationship  with  the  Eternal  empowers  us  to  demand  and  defend  our 
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independence  from  the  structures  of  this  world.  Contentment  comes  when  we 
teach  our  children  that  troubles  are  only  temporary,  problems  are  not  per- 
manent, setbacks  are  not  a source  of  shame,  and  defeats  are  not  unto  death. 
Contentment  comes  when  we  refuse  to  permit  the  worries  and  warfares  of  this 
life  to  rob  us  of  our  vitality  and  prompt  us  to  counterproductive  and  death- 
dealing behavior. 


We  have  the  word  of  this  contentment.  It  is  not  in  our  structures  and  not 
in  our  steeples.  It  cannot  be  found  in  our  organizations  nor  can  it  be  found  in 
mind-draining  cults  or  sects.  Contentment  is  found  in  the  watchwords  of  our 
faith:  Grace,  Mercy,  Hope,  Peace,  Justification,  Salvation,  Redemption,  and 
Newness  of  Life.  Christ  declared  the  word  of  ultimate  contentment:  “I  am  come 
' that  you  might  have  life  and  that  you  might  have  it  more  abundantly!”  (John, 
| 10:10). 


But  all  these  words  do  not  erase  the  reality  of  the  problems  we  face.  There 
are  no  glib  and  patent  solutions  to  these  life-stealing,  life-destroying  problems. 
Yet  neither  is  despair  a solution.  We  must  be  done  with  the  lamentations; 
enough  of  wringing  our  hands  in  pessimism  and  despair! 

Such  pessimism  and  despair  were  the  lot  of  the  8th-century  prophet 
Jeremiah.  Jeremiah  looked  out  upon  the  seething,  writhing  culture  that  was 
his  own.  He  had  diagnosed  the  sickness  that  engulfed  his  society,  but  his 
preaching  was  ineffective.  Those  to  whom  he  spoke  turned  their  backs  on  him 
and  on  the  God  of  whom  he  preached.  Laws  did  not  work.  Prophecy  had  no 
effect.  Preaching  had  lost  its  power.  In  fact,  so  useless  did  Jeremiah’s  preach- 
ing become  that  he  tried  an  early  retirement,  protesting  as  he  went  that  he 
would  not  preach  nor  mention  the  name  of  God  anymore.  Jeremiah  saw  no 
end  in  sight  for  the  misery  of  his  people. 


In  this  gloomy,  pessimistic,  despairing  moment  of  human  history,  Jeremiah 
raised  the  question  of  the  centuries:  “Is  there  no  balm  in  Gilead?  Is  there  no 
physician  there?”  (Jeremiah,  21:22).  Centuries  passed  before  his  question 
could  be  answered.  But  it  would  not  be  answered  by  Government  programs, 
nor  by  elaborate  conferences  in  opulent  hotels.  Jeremiah’s  inquiry  would  not 
be  answered  by  the  great  thinkers  and  scholars  of  the  day.  But  centuries  later, 

some  slaves — separated  from  their  homeland,  but  sober; 

some  slaves — ripped  from  the  shores  of  Africa,  but  free  in  mind 
and  body; 

some  slaves — uncertain  of  their  future  but  not  of  their  identity; 

some  slaves  took  Jeremiah’s  question  mark  and  straightened  it 
into  an  exclamation  point,  declaring  for  generations  yet  unborn  to 
hear: 


224 


VOICES 


There  is  a balm  in  Gilead 
To  make  the  wounded  whole, 

There  is  a balm  in  Gilead 

To  heal  the  sin-sick  soul! 
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Why  Must  They  Label  Us? 


Tmmbry  Harris 

A label  is  a descriptive  name  or  tag  that  sets  apart  and  divides.  Positive 
labels  tend  to  encourage  the  positive,  and  negative  labels  undoubtedly  dis- 
courage. The  label  “dysfunctional”  suggests  “impaired  or  less  than  perfect 
functioning.”  This  is  often  applied  to  people  who  have  low  incomes,  illicit-drug 
users  and  sellers,  people  who  are  uneducated,  women  who  have  babies  and 
are  not  married,  and  “lazy”  people  who  are  in  the  welfare  system. 

The  term  “dysfunctional”  has  been  used  by  a lot  of  psychologists,  doctors, 
lawyers,  social  workers,  and  so  forth  to  describe  low-income  youth.  I would 
like  to  ask,  who  came  up  with  this  term?  Was  it  always  meant  for  low-income 
youth  or  for  all  youth  in  general?  Did  someone  just  set  up  a meeting  and  tell 
everyone  in  that  meeting  that  all  children  bom  in  low-income  areas  are 
dysfunctional  or  at  high  risk? 

I am  angry  and  upset  that  I,  as  well  as  my  peers,  who  live  in  what  “they” 
call  disadvantaged  or  ghetto  areas  have  been  labeled  as  high-risk,  dysfunc- 
tional kids  who  are  abusers  of  alcohol  and  other  drugs.  We  have  parents  who 
are  supposedly  alcoholics  and  drug  abusers.  Youth  from  low-income  areas  are 
labeled  as  defiant,  uneducable,  most  susceptible  to  teen  pregnancy,  and  lazy. 
The  latest  thing  is  that  we  are  at  the  highest  risk  of  contracting  AIDS. 

To  a child’s  young,  undeveloped  mind,  this  type  of  labeling  is  harmful  and 
causes  a loss  of  self-worth.  It  implants  the  attitude  that  negative  things  such 
as  inferior  schools  and  less  than  adequate  housing  are  a way  of  life.  “Dysfunc- 
tional” suggests  that  we  don’t  have  a choice  in  the  direction  that  our  lives  take. 

Why  am  I a statistic?  Not  only  a statistic,  but  a negative  one. 

Statistic:  Four  out  of  10  African-American  men  living  in  today’s  society 
will  not  make  it  to  age  21. 

Why  can’t  it  be  a positive  statistic  such  as  this  one: 

Statistic:  Six  out  of  10  African-American  men  living  in  today’s  society 
will  make  it  to  21. 

My  question  is,  why  must  we  have  labels?  We’re  normal  just  like  everyone 
else.  But,  because  our  style  of  living  is  different  from  others’,  we  are  labeled 
dysfunctional.  We  could  label  other  communities  as  dysfunctional,  too,  be- 
cause their  style  of  living  is  different  from  ours.  Do  you  call  an  Anglo  kid 
dysfunctional  if  he  has  a parent  who  drinks  and  is  abusive?  Take  the  African- 
American  family  who  are  on  welfare,  have  a child  bom  out  of  wedlock,  and  the 
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child  succeeds;  what  makes  him  dysfunctional?  The  child  has  five  senses,  the 
ability  to  read  and  write,  the  ability  to  comprehend;  what  makes  him  dysfunc- 
tional? Is  it  the  color  of  his  skin?  Is  that  what  makes  me  dysfunctional?  Does 
my  skin  color  make  me  high  risk?  The  labels  are  general  lies  when  it  comes 
to  African-American  teenagers.  Society  looks  at  our  color,  what  area  we  come 
from,  and  basically  our  outward  appearance  to  distinguish  our  personality. 
But  truthfully,  we  all  know  that  high-income,  two-parent  families  experience 
these  same  problems  with  their  youth. 


Adults  and  today’s  youth  don’t  always  understand  each  other.  Our  dress 
and  music  styles  seem  to  be  debated  most  often.  World  fashions  change  so 
often  that  this  shouldn’t  be  an  issue.  Every  parent  can  probably  recall  a 
difference  of  opinion  with  their  parents  on  fashion  preferences.  As  with  music, 
everyone  has  his  or  her  own  favorite  style.  It  seems  unfair  that  youth  are 
characterized  because  of  their  choices. 


Authority  figures  in  general  have  already  drawn  their  negative  conclusions, 
so  we  don’t  listen  to  them.  If  we  aren’t  being  given  positive  direction  and 
realistic  goals,  there  is  no  motivation  for  us.  We  should  have  instilled  in  us  a 
positive,  winning  attitude  instead  of  being  told  that  we  are  less  than  perfect. 
“They”  should  instill  confidence  instead  of  doubt. 

Our  style  of  grouping  together  is  criticized.  When  youth  hang  out,  it  instills  ; 
fear  in  adults.  If  there  are  too  many  of  us  gathered,  that  seems  to  constitute 
a gang.  We  are  well  aware  that  it’s  all  about  the  color  of  the  skin.  It’s 
unfortunate  that  my  skin  color  triggers  negative  ideas,  but  that  doesn’t  mean 
that  those  negative  things  will  stop  us  from  striving  to  achieve  our  goals. 

Look  at  me!  The  moment  I was  conceived  by  my  unmarried,  African- 
American  mother  who  had  to  use  the  welfare  system  for  a short  time,  I was 
diagnosed  and  labeled  dysfunctional.  I live  in  a loving,  single-parent  home  in  ; 
a low-income  area.  The  area  is  temporary,  but  the  loving  home  is  eternal. 


I am  14  years  old,  a sophomore  in  a predominantly  White  high  school,  and 
come  out  of  West  Dallas.  I have  a B average,  and  I’m  very  active  in  my 
community,  church,  and  school.  I was  elected  Texas  Christian  Missionary 
Fellowship  (TCMF)  State  Executive  of  District  #2’s  Christian  Youth  Fellow- 
ship of  the  Disciples  of  Christ.  I belong  to  the  choir  at  church  and  am  secretary  ' 
of  my  Sunday  School  and  President  of  the  youth  group.  I am  a functioning 
member  of  the  West  Dallas  Community  Centers,  and  I’m  on  the  Youth 
Advisory  Committee.  At  school,  I am  a member  of  the  Future  Educators  of 
America. 

Sometimes  my  mother  did  not  know  how  she  was  going  to  pay  the  rent.  I 
have  had  to  learn  to  listen  to  her  ranting  and  raving  under  these  conditions. 
Then  there  are  the  drug  dealers.  I have  learned  to  listen  to  the  shooting  on  a 
daily  and  nightly  basis.  Sometimes  I walk  out  of  my  door  not  knowing  whether 
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I will  return  because  I may  be  a victim  of  a stray  bullet.  In  spite  of  all  these 
odds,  I am  determined  to  succeed. 

This  society  is  trying  to  make  me  fail  by  attempting  to  instill  in  me  that  I 
cannot  succeed.  Yet  in  the  midst  of  that  negativism,  I have  chosen  not  to  use 
alcohol  and  other  drugs.  I have  chosen  not  to  get  pregnant.  I have  control  over 
my  life,  so  I am  not  dysfunctional. 

The  reason  I remain  this  way  is  because  my  mother  has  given  me  what  no 
one  else  has  given  me.  She  tells  me  that  I can  do  better  than  she  did.  She  tells 
me  that,  through  education,  I can  be  whatever  I want  to  be.  I know  what  drugs 
can  do  to  you,  and  I know  what  having  two  children  at  17  can  do  to  you.  My 
young  generation  must  realize  that  we’re  the  future.  We  can’t  lead  the  future 
stoned,  ignorant,  and  pregnant. 

But  other  youth  live  in  my  environment  who  were  dealt  a different  set  of 
circumstances.  They  have  no  parent  at  home  to  offer  them  love  and  emotional 
or  financial  support  because  of  illicit-drug  use,  more  than  likely  crack  cocaine. 
This  may  mean  that  this  youth  is  not  well  kept,  is  under  a lot  of  stress,  and, 
unfortunately,  may  not  have  the  best  grades. 

Yes,  it  is  sad  for  any  children  to  live  in  such  conditions.  Placed  in  the  role 
of  fending  for  themselves  if  there  is  no  other  family  member  to  step  in,  willingly 
or  not,  they  are  functioning  within  that  environment;  they  are  surviving.  Now, 
to  what  degree  and  how  well  they  are  functioning  is  another  question,  but 
these  individuals  are  functioning.  They  are  learning  to  cope  with  their  en- 
vironment the  best  way  they  can.  They  may  not  be  functioning  at  the  level 
that  “they”  want  them  to  be  functioning  as  “they”  see  it,  yet  they  are  functioning. 

Education  plays  a big  role  in  how  we  function.  Poor  education  means  that 
we  do  not  have  the  educational  qualifications  to  compete  for  certain  well- 
paying jobs.  But  some  occupations,  like  entertainment  and  sports,  do  not  have 
educational  qualifications.  So  these  two  fields  are  avenues  of  social  mobility 
for  those  of  us  with  the  necessary  talent. 

The  so-called  improper  language  that  our  community  uses  is  called  slang, 
which  is  also  considered  dysfunctional  by  “their”  standards.  Our  slangs  are 
just  slangs;  all  communities  and  ethnic  groups  have  terms  that  mean  some- 
thing only  to  those  in  their  immediate  circle.  Our  communities  are  perceived 
as  bad.  Just  the  mention  of  driving  through  West  Dallas,  opposed  to  driving 
through  some  other  neighborhoods,  would  scare  some  people  speechless.  So, 
let’s  examine  what  it  is  that  frightens  them.  Is  it  the  inadequate  housing,  the 
less-than-sufficient  schools,  no  major  food  chains  in  the  immediate  area?  Or 
maybe  it’s  the  knowledge  that  police  protection  is  obsolete.  Maybe  it’s  the 
unkept  parks  and  recreation  areas,  and  let’s  not  forget  the  condition  of  the 
streets.  Why  does  it  take  so  long  to  repair  our  neighborhood  streets  anyway? 
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Bad  communities  or  poorly  kept  communities  are  on  the  low  end  of  the  priority 
list. 

The  truth  about  us  is  that  youth  of  today  do  listen.  Grown-ups  will  conclude 
that  we  don’t  listen  when  we  don’t  react  or  do  as  they  expect  us  to.  And  yes, 
we  do  learn.  People  learn  by  their  own  activity.  They  learn  by  gaining  insight 
from  their  experience.  Firsthand  experience  gives  a lasting  and  more  complete 
lesson  learned.  Everyone  knows  that  hands-on  training  is  the  best  training. 

Even  though  all  youth  from  low-income  families  are  labeled  negatively,  we  | 
are  all  individuals  and  different  in  a variety  of  ways.  To  make  assumptions  i 
about  people  based  on  appearance  and  their  income  bracket  can  be  detrimen- 
tal to  children  and  can  lead  to  discouragement.  Youth  between  middle 
childhood  and  adolescence  are  confronted  with  thoughts  of  getting  along  with 
others,  forming  values  and  moral  judgments,  and  even  choosing  and  preparing 
for  an  occupation.  We  are  embarking  on  new  ground  and  making  decisions 
daily  that  will  shape  our  future.  “They”  have  to  understand  us.  We  are  trying 
to  survive.  But  we  can  also  shift  gears  into  the  better  neighborhoods. 

The  best  way  to  learn  a part  of  life  is  to  play  that  part.  For  example,  you  j 
can  teach  a young  child  that  the  stove  is  hot,  but  it  is  not  until  the  child  actually 
experiences  the  bum  that  he  learns  not  to  do  it  again.  But  I also  learn  from  ' j 
the  media,  the  papers,  and  other  literature  that  all  we  do  as  African  Americans 
is  rob,  steal,  and  use  and  sell  illicit  drugs.  I will  believe  that,  if  nothing  positive 
is  being  presented  to  me  about  my  race  by  these  same  sources. 

When  the  media  write  about  us  concerning  unemployment,  instead  of  j 
focusing  on  how  many  are  not  working,  bring  out  the  positive  side  about  those  ! 
who  are  working  and  making  a difference.  Do  not  focus  so  much  on  the  athletes  j 
and  entertainers,  but  emphasize  the  entrepreneurs  and  teachers  who  are 
making  a difference.  Focus  on  the  working  people  who  are  putting  back  into 
the  community,  and  something  positive  will  always  come  out. 

It  is  amazing  that  we,  a people  who  are  considered  dysfunctional,  are 
exceptionally  creative.  We  have  the  power  of  creating  the  ability  to  expand. 
Our  capabilities  are  limited  only  by  our  desire.  That  desire,  instead  of  doubt, 
should  be  implanted  in  young  minds.  The  outcome  will  be  a more  positive, 
enthusiastic,  and  confident  person.  We  are  concerned  about  ourselves,  our 
communities,  and  our  world. 

We  are  not  so  empty-headed  as  not  to  realize  that  we  are  tomorrow’s  world. 
We  care  about  our  environment,  we  care  about  world  affairs,  we  care  about 
the  future  of  our  educational  institutions.  We  realize  the  need  for  well- 
educated  and  knowledgeable  leaders. 

Let’s  talk  about  important  people  such  as  Jesse  Jackson,  who  ran  for 
President.  He  came  out  of  the  ghetto  from  a single-parent  household.  And  his 


; 


FROM  ADVOCACY  TO  ACTION 


229 


grandmother,  who  raised  him,  said  he  didn’t  know  what  his  real  name  was 
until  he  was  12  years  old.  Let’s  talk  about  numerous  other  African  Americans 
who  are  serving  in  important  positions,  such  as  Maxine  Waters  who  is  in  the 
California  legislature.  She  came  out  of  the  welfare  system,  educated  herself, 
and  is  now  one  of  the  political  power  brokers  not  only  in  California,  but  also 
in  Washington,  DC.  If  she  had  allowed  such  labels  as  you’re  dysfunctional, 
you’re  on  welfare,  you  are  no  good,  you  were  bom  on  the  wrong  side  of  the 
tracks  to  discourage  her,  she  would  not  have  achieved.  So  dysfunctional  is  too 
loosely  used  when  it  comes  to  dealing  with  African  Americans  and  describ- 
ing us. 

My  solution  to  this  problem  is  that  society  must  stop  labeling  me  and  my 
peers.  We  already  have  enough  negative  things  around  us.  Most  of  us  are 
already  put  into  negative  day-to-day  situations.  Society’s  label  “dysfunctional” 
I already  says  that  I am  not  functioning  properly,  and  if  you  tell  me  that  over 
and  over  again,  pretty  soon  I may  start  internalizing  it  and  acting  it  out. 

More  positive  images  should  be  projected  in  the  media,  the  literature,  and 
the  school  system;  make  an  effort  to  present  positive  images  in  a negative 
environment.  More  intervention  and  prevention  programs  need  to  be  passed 
on  the  State  and  Federal  level  that  don’t  use  the  labels  and  are  sensitized  to 
the  needs  of  my  community  as  well  as  others’. 

No,  we  were  not  bom  with  silver  spoons  in  our  mouths.  We  must  make  it 
the  best  way  we  know  how,  whether  making  it  by  society’s  standards  or  our 
own  standards.  If  I am  making  it  the  best  way  I know  how,  you  don’t  have  the 
right  to  say  that  it’s  functional  or  dysfunctional.  To  “make  it”  does  not  mean 
we  have  to  sell  illicit  drugs  as  a means  of  getting  out  of  the  ghetto  just  to  say, 
“I  made  it.”  To  motivate  me,  every  day  I say  to  myself,  “I’m  going  to  make  it. 
I am  going  to  be  a positive  role  model  for  generations  to  come  with  the  grace 
of  Jesus  Christ,  the  love  and  support  of  my  mother,  and  the  knowledge  of  my 
knowing  what’s  right  and  wrong.  I will  make  it!” 
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Which  Road  Do  I Take? 

j 

Keith  L.  Pettigrew 

Having  grown  up  in  southeast  Washington,  D.C.,  I have  experienced  more 
than  my  share  of  an  environment  touched  by  the  decay  of  illicit  drugs.  My  best 
friend  since  childhood  lost  his  life  to  a cocaine  overdose  in  1988  at  the  age  of 
26,  and  my  brother  has  struggled  with  a drug  problem.  Alcohol  and  other  drugs 
have  touched  my  life  in  an  intimate  fashion.  Thus,  AOD  use  in  the  African- 
American  community  is  something  I can  relate  to  extremely  well. 

In  the  last  10  years  or  more,  I have  lost  a number  of  childhood  friends  to 
drugs,  either  through  overdoses,  murders,  or  incarceration.  Many  times  it  is 
difficult  to  comprehend  such  events.  I never  would  have  imagined  that  I would 
lose  so  many  peers  to  the  clutches  of  alcohol  and  other  drugs. 

When  I think  about  it,  however,  drugs  have  always  been  a problem  in  my 
neighborhood.  When  I was  growing  up,  they  were  everywhere.  Back  then, 
marijuana  was  the  drug  of  choice.  But  I could  see  that  drugs  were  a no-win 
situation.  I remember  when  I would  look  at  certain  individuals  and  say  to 
myself,  “This  is  why  I would  not  do  drugs.”  I have  never  seen  anyone  prosper 
from  illicit-drug  use.  In  fact,  the  examples  of  the  drug  addicts  in  my  neighbor- 
hood served  as  evidence  to  me  that  indulging  in  drug  use  was  not  the  way  to 
go.  Given  my  reluctance  to  indulge  in  alcohol  and  other  drugs,  I still  find  it 
incredible  how  close  I was  to  them  and  other  forms  of  so-called  deviant 
behavior.  My  personal  experiences  included  hanging  out  in  pool  halls  and 
crack  houses,  having  guns  pointed  at  me,  and  keeping  company  with  in- 
dividuals who  were  well-known  criminals.  I had  a front-row  seat  at  events 
that  would  have  given  my  mother  a heart  attack,  had  she  known. 

Nevertheless,  I avoided  the  pitfalls  that  consumed  so  many  of  my  peers.  To 
this  day,  I cannot  pinpoint  any  particular  reason  why  things  turned  out 
differently  for  me.  I know  that  many  of  my  peers  came  from  homes  just  as 
loving  as  mine.  They  were  just  as  ambitious.  I am  confused  as  to  why  I rejected 
alcohol  and  other  drug  use,  and  they  did  not.  It  was  not  easy  resisting  the 
temptations,  the  sake  of  acceptance.  I consider  myself  very  fortunate  to  have 
made  it  out  clean  and  in  one  piece.  When  I think  back  to  what  influences  were 
responsible  for  helping  me  resist  the  temptations,  many  things  come  to  mind. 
Three  things,  however,  stick  out  most:  (1)  the  desire  of  never  wanting  to  hurt 
my  mother  and  her  work;  (2)  the  fear  of  what  drugs  could  do  to  me;  and 
(3)  the  influence  of  my  closest  friends  and  athletics. 
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Never  Wanting  to  Hurt  My  Mother  and  Her  Work 

During  my  teenage  years,  I watched  my  mother  working  extremely  hard  to 
combat  the  harmful  effects  of  alcohol  and  other  drugs  in  our  community  and 
nationally.  She  had  an  innate  passion  for  what  she  was  doing.  I was  very  proud 
and  respected  tremendously  what  she  was  doing.  My  mother  and  I are  very 
much  alike.  This  is  probably  why  we  cannot  be  in  the  same  room  together  for 
too  long.  She  was  always  there  for  me.  Therefore,  to  do  drugs,  knowing  how 
hard  she  was  working  against  them,  would  have  been  a very  cruel  thing  to  do 
to  the  one  person  I love  the  most. 

My  mother  created  a community  organization  called  Parents’  and  Youth 
Against  Drug  and  Alcohol  Abuse  (PYADA).  The  organization  featured  a 
unique  blend  of  adults  and  youth  working  together  to  address  AOD  problems 
in  the  community,  citywide,  and  nationally.  PYADA’s  events  included  preven- 
tion activities  such  as  talent  shows,  educational  workshops,  and  assisting  in 
the  coordination  of  two  “Just  Say  No”  rallies  with  the  White  House. 

Fear  of  What  Drugs  Would  Do  to  Me 

No  matter  what  others  say  or  do,  I will  always  fear  alcohol  and  other  drugs. 
Seeing  people  on  street  comers  nodding  from  a high,  or  watching  a film  in 
junior  high  school  showing  individuals  with  sores  all  over  their  bodies  going 
through  withdrawal,  was  enough  to  let  me  know  that  drugs  were  not  for  me.  i 
I saw  firsthand  what  illicit-drug  use  did  to  people.  They  ended  up  in  jail,  out 
of  work,  or  eventually  dead.  Illicit-drug  use,  to  me,  was  unwise.  I knew  I 1 
wanted  to  be  something,  and  these  examples  led  me  to  the  understanding  that 
alcohol  and  other  drug  use  was  not  the  way  to  go.  To  me,  AOD  use  was  “going  i 
nowhere  fast.”  I came  to  the  conclusion  that  illicit-drug  use  would  simply  ! 
hinder  my  progress  in  life. 

My  Closest  Friends  and  Athletics 

By  the  time  I reached  high  school,  I had  become  a pretty  good  athlete.  Like 
many  other  athletes,  sports  were  my  outlet — they  kept  me  off  the  streets  and 
out  of  trouble.  Because  of  the  demands  of  practice  and  competition,  there  was 
not  much  time  for  “hanging  out.”  Wanting  to  become  an  outstanding  athlete 
and  go  on  to  college  on  scholarship  was  important  in  my  community.  Through  i 
athletics,  I established  a close  group  of  friends  who  were  always  there  for  me,  i r 
and  I was  there  for  them  as  well.  Even  though  we  never  really  discussed  how  < c 
our  closeness  gave  us  strength,  it  was  there  and  we  knew  it.  The  bond  we  r 
established  created  confidence  and  respect  among  ourselves.  This  was  clearly 
an  example  of  positive  peer  pressure.  It  was  good  to  know  that  they  were  not 
doing  alcohol  and  other  drugs  because  it  gave  me  strength  to  abstain  also. 
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The  Problem 

Not  since  slavery  has  the  African-American  community  faced  a more 
disruptive  force  to  its  culture.  The  problem  of  alcohol  and  other  drug  abuse 
lies  not  only  within  ourselves  as  people,  but  may  also  be  attributed  to  external 
forces  that  contribute  heavily  to  drug  use  and  its  perpetuation. 

There  are  a number  of  reasons  why  individuals  experiment  with  illicit 
drugs:  “To  look  for  a single  reason  for  drug  taking  is  to  whistle  in  the  wind. 
[D]rug  taking,  like  other  behavior,  is  the  result  of  a complex  interaction  of  past 
experiences  and  present  environment”  (Ray  1972).  Thus,  past  events  (e.g., 
slavery  and  blatant  racial  discrimination)  as  well  as  current  events  (e.g., 
unemployment)  must  be  addressed  when  attempting  to  understand  AOD  use 
in  the  African-American  community.  This  view  is  also  supported  by  Zinberg 
(Drucker  1990)  who  writes,  “drugs  per  se  never  account  for  all  the  phenomena 
we  attribute  to  them.”  In  my  experience,  however,  alcohol  and  other  drug  use 
has  a lot  to  do  with  three  things:  peer  pressure,  capitalism,  and  self-hatred. 

Peer  Pressure 

Peer  pressure,  that  entrancing  phenomenon  that  has  led  many  individuals, 
young  and  old,  into  the  web  of  alcohol  or  other  drug  abuse,  can  be  the  most 
insidious  characteristic  of  the  AOD  problem  among  youth  today.  Having  lived 
through  years  of  peer  pressure,  I understand  the  immense  difficulty  in 
attempting  to  escape  the  temptation  of  alcohol  and  other  drugs  in  the  African- 
American  community.  Because  society  does  not  offer  many  avenues  for  African 
Americans  in  general,  and  African-American  males  in  particular,  African- 
American  males  tend  to  give  in  to  the  overwhelming  desire  for  acceptance. 
Many  times  I have  been  confronted  with  the  need  to  choose  between  following 
my  peers  or  not  following  them.  I can  recall  how  agonizing  it  was  contemplat- 
ing which  road  to  take.  It  would  have  been  very  easy  to  follow  my  friends  and 
achieve  acceptance  among  them,  consciously  deciding  all  along  that  regardless 
of  what  I did  my  family  would  be  my  family.  Realizing  that  acceptance  and 
many  times  admiration  from  my  peers  was  something  that  might  never  come 
again,  I felt  almost  compelled  to  seize  the  opportunity  to  obtain  that 
acceptance. 

The  question  thus  became,  could  I face  not  being  accepted  in  an  environ- 
ment that  catered  to  the  pressure  of  being  well-known  and  accepted.  It  is  a 
decision  many  individuals  are  faced  with  every  day.  Children  need  to  be 
needed,  they  need  to  feel  wanted,  particularly  at  certain  ages. 

Succumbing  to  peer  pressure  often  comes  down  to  the  rationalization  that 
by  giving  in  to  peer  pressure  you  gain  something,  yet  you  never  lose  the  love 
of  your  family  and  friends  no  matter  what  you  do.  Thus,  in  essence,  individuals 
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believe  they  have  the  best  of  both  worlds.  However,  what  they  really  have  done 
is  to  create  serious  problems  for  themselves  and  their  loved  ones. 

Capitalism 

Capitalism  is  alive  and  well — even  in  the  African-American  community. 
Toward  the  mid-1980’s  and  going  into  the  1990’s,  many  young  African 
Americans  have  found  themselves  in  a society  that  preaches  “more  education, 
yet  it  is  meaningless  when  the  society  is  more  attuned  to  race  than  academic 
achievement”  (Grier  and  Cobbs  1980). 

Many  African  Americans  turn  to  illicit-drug  dealing  as  a means  of  getting 
ahead.  It  is  a lucrative  and  attractive  career;  for  many  of  my  peers,  it  has 
become  increasingly  clear  that  the  consequences  of  the  endeavor  (e.g.,  jail)  do 
not  matter.  They  are  willing  to  risk  going  to  jail  in  order  to  make  huge  sums 
of  money. 

Sociologist  Robert  Merton  (1986)  describes  this  behavior  as  innovation.  In 
his  theory  on  deviance,  Merton  points  to  the  importance  of  cultural  goals  and 
institutionalized  norms.  In  the  United  States,  where  a cultural  goal  is 
monetary  success,  but  the  legitimate  means  of  achieving  it  are  not  available, 
individuals  will  create  other  avenues  either  to  obtain  success  or  to  survive. 
Selling  illicit  drugs  is  an  example  of  this  sort  of  innovation.  Drug  dealing  is  ! 
an  endeavor  in  which  an  abundance  of  money  can  be  made  in  a short  period 
of  time.  It  is  the  perfect  example  of  economics — supply  and  demand. 

The  question  we  must  now  ask  is,  Why?  What  causes  this  deviant  occupa-  1 
tion,  given  its  harmful  effects  and  society’s  moral  distaste  for  what  it  stands  1 
for?  Is  this  the  quintessential  testament  of  our  society,  in  which  the  accruing  f 
of  capital  outweighs  all  else,  even  if  the  endeavor  is  destroying  the  very  fiber  l l 
of  human  existence?  Unfortunately,  the  answer  is  yes.  | t 

i 1 

The  illicit-drug  trade  is  a cash-based  industry  that  generates  billions  of  s: 
dollars  in  revenue  annually.  For  African  Americans  who  see  no  future  through  , D 
the  educational  system  in  a society  marred  by  prejudice,  yet  who  need  to  , ? 
survive,  drug  dealing  has  become  a way  of  life.  In  fact,  drug  dealing  is  simply 
a microcosm  of  capitalist  society,  which  is  based  on  pleasurable  consumption 
and  instant  gratification.  The  illicit-drug  economy  is  driven  by  an  intensely 
competitive  marketplace  where  risk-takers  compete  for  scarce  profits  and 
social  respect. 

According  to  a recent  RAND  Corporation  study,  in  Washington,  D.C.,  an 
estimated  25,000  people  are  involved  in  the  illicit-drug  trade.  About  “half  of 
them  sell  drugs  full-time,  earning  an  average  annual  salary,  income-tax-free, 
of  $24,000.  Inner-city  drug  users  gain  access  to  a quick,  cheap  high  better  than 
any  other  they  are  likely  to  get,  in  a social  climate  that  makes  a virtue  of 
getting  gratification  where  and  when  you  can.  Inner-city  drug  entrepreneurs, 
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many  of  whom  are  not  users,  get  at  least  a shot  at  a middle-class  lifestyle  that 
they  would  otherwise  not  have”  (Morley  1990). 

Self-Hatred 

Illicit-drug  dealing  creates  a malignant  environment  that  jeopardizes  the 
African-American  community  and  society  as  a whole.  The  worst  aspect  of 
succumbing  to  illicit-drug  use,  however,  lies  in  the  last  characteristic,  the 
| self-hatred  of  African  Americans. 

Self-hatred  within  the  African-American  community  breeds  a number  of 
! problems  and  is  a catalyst  not  only  for  voluminous  drug  use  but  for  so  many 
! African  Americans  becoming  drug  dealers  as  well.  As  the  saying  goes,  “We 
| have  met  the  enemy,  and  it  is  us.” 

' It  took  me  a long  time  to  realize,  understand,  and  believe  that  this  self- 
hatred  existed.  However,  once  I accepted  it,  I noticed  that  others  did  not 
understand,  and  if  they  did  understand,  they  did  not  discuss  it.  This  issue  of 
self-hatred  reminded  me  of  sexuality — it  is  prevalent  but  very  rarely  dis- 
cussed. My  initial  awareness  of  self-hatred  began  in  high  school,  when  I would 
ask  myself  why,  if  drugs  are  so  harmful,  do  people  still  use  them?  Why  was 
there  no  sense  of  cohesiveness  in  my  neighborhood  like  there  was  in  White 
neighborhoods?  Why  were  girls  always  more  interested  in  guys  with  straight 
or  wavy  hair?  It  was  a puzzling  period  filled  with  many  questions. 

A few  years  later  I came  across  a book  titled  Black  Rage,  written  by  two 
African-American  psychiatrists,  William  H.  Grier  and  Price  M.  Cobbs  (1980). 
They  discussed  the  inner  conflicts  of  African  Americans  from  slavery  until  the 
present  day.  They  explained  how  the  historical  effect  of  slavery,  which  led  to 
the  universal  belief  that  African  Americans  are  inferior  and  despised,  led 
African  Americans  themselves  into  believing  they  are  inferior  and  despised. 
It  is  my  belief  that,  more  than  any  other  phenomenon,  self-hatred  is  respon- 
sible for  the  huge  predominance  of  illicit-drug  use  as  well  as  a host  of  other 
problems  plaguing  the  African-American  community.  Grier  and  Cobbs  (1980) 
present  the  problem: 

For  Black  and  White  alike,  the  air  of  this  nation  is  perfused 
with  the  idea  of  White  supremacy  and  everyone  grows  to 
manhood  under  this  influence.  Americans  find  that  it  is  a basic 
part  of  their  nationhood  to  despise  Blacks.  No  man  who 
breathes  this  air  can  avoid  it  and  Black  men  are  no  exception. 

They  are  taught  to  hate  themselves,  and  if  at  some  point  they 
discover  that  they  are  the  object  of  this  hatred,  they  are  faced 
with  an  additional  task,  nothing  less,  for  the  imperative 
remains — Negroes  are  to  be  despised. 

i] 


! 

! 


236 


VOICES 


They  go  on  to  say: 

Thus  the  dynamics  of  Black  self-hatred  are  unique.  They 
involve  the  child’s  awareness  that  all  people  who  are  Black  as 
he  is  are  so  treated  by  White  people.  . . . [H]e  identifies  with 
his  oppressor  psychologically  in  an  attempt  to  escape  from  his 
hopeless  position.  From  his  new  psychologically  “White”  posi- 
tion, he  turns  on  Black  people  with  aggression  and  hostility 
and  hates  Blacks  and,  among  the  Blacks,  himself. 

Things  Happen  for  a Reason 

I remember  sitting  in  the  library  at  Elliot  Junior  High  one  afternoon.  The 
film  began.  It  was  a documentary  on  the  horrors  of  illicit-drug  use.  The  things 
I remember  the  most  were  infected  sores  on  arms,  needle  tracks,  cold-turkey 
withdrawal,  and  death.  This  film,  more  than  anything  else,  led  to  my 
abstinence  from  illicit-drug  use.  It  may  be  argued  that  the  film  was  extreme  : 
in  its  depiction,  but  it  got  the  point  across.  Although  this  film  was  responsible 
for  my  abstinence,  however,  another  event  led  to  my  involvement  in  the 
prevention  fight. 

The  day  was  filled  with  energy  the  moment  I awoke — the  sort  of  energy  I 
normally  feel  on  game  day.  I had  had  trouble  getting  to  sleep  the  night  before, 
a usual  pregame  ritual.  However,  the  anticipation  and  excitement  on  this 
night  and  day  were  incredible.  The  annual  talent  show  was  to  start  one  hour 
after  school  let  out. 

It  was  May  1976 — the  exact  date  escapes  me.  You  could  feel  the  excitement 
in  the  air.  The  show  started  at  approximately  4:30  p.m.  The  adrenaline  was 
flowing,  and  I was  terribly  nervous.  I was  13  years  old  and  anxiously  waiting 
for  my  “15  minutes  of  fame.”  Our  group  was  going  to  perform  “Schoolboy 
Crush.”  Little  did  I know,  before  I was  to  go  on,  that  this  day  would  change 
my  life  forever,  and  set  me  on  a path  of  helping  and  giving  that  would  come 
back  to  me  tenfold. 

The  scenario  is  as  vivid  in  my  mind  today  as  it  was  15  years  ago.  It  was  ; 
about  3:30  p.m.,  school  had  ended  for  the  day,  and  my  friends  and  I were  in 
the  auditorium  waiting  for  a sound  check  when  a fellow  classmate  came  over 
and  told  us  that  one  of  our  best  friends  had  been  arrested  for  possession  of 
marijuana.  The  news  was  devastating.  Here  we  were,  in  what  appeared  to  be 
our  own  perfect  little  world,  away  from  the  horrors  of  the  older  world,  only  to 
realize  that  this  was  the  real  world  and  illicit  drugs  had  infiltrated  it. 

We  were  all  aware  of  illicit  drugs,  especially  marijuana.  I was  aware  of  a ( 
few  students  who  were  known  users.  However,  neither  I nor  any  other  member  ( 
of  the  group  was  aware  of  our  friend’s  problem.  The  show  went  on,  in 


1 


FROM  ADVOCACY  TO  ACTION 


237 


i 

dedication  to  our  troubled  member,  and  my  life  was  changed  forever  . . . and 
for  the  better. 

After  the  show,  we  were  on  a tremendous  natural  high,  and  my  creative 
juices  were  in  high  gear.  I remember  that  the  first  person  I saw  when  I went 
home  that  evening  was  my  younger  brother,  DeVon.  Seeing  my  brother 
innocently  playing  in  his  own  peaceful  way,  right  then  and  there  I made  a 
decision  to  try  to  do  something  to  keep  the  horrors  of  illicit-drug  use  from 
reaching  and  destroying  his  life.  So,  with  my  creative  juices  flowing,  I sat  down 
and  wrote  the  script  for  my  first  musical,  “Stay  in  School.”  My  crusade  against 
illicit-drug  use  had  begun. 

Conclusion 

I conclude  this  chapter  with  a poem  I wrote,  which  was  published  by  the 
National  Institute  on  Drug  Abuse  (Manatt  1983),  and  some  of  my  personal 
thoughts  on  alcohol  and  other  drug  use  today. 

Which  Road  Do  I Take ? 

In  a world  full  of  turmoil  and  strife 

We  all  cherish  one  thing,  and  that’s  life. 

We  all  strive  to  do  our  best, 

But  some  of  us  fail  to  pass  the  test. 

So  seeking  refuge  from  daily  responsibilities, 

We  make  drugs  our  daily  necessities, 

Tell  me,  which  road  do  I take,  which  road  do  I go? 

Do  I follow  my  friends  who  are  sometimes  naive? 

Do  I listen  to  the  stranger  whom  I may  or  may  not  believe? 

Do  I heed  the  admonition  of  my  family,  who  I know  will  try  to  lead  me  in 

the  right  direction? 

Or  do  I go  against  them,  because  in  them  I have  eternal  affection? 

The  decision  is  mine,  and  mine  to  make,  which  road  do  I go,  which  road 
| do  I take? 

I It  is  my  belief  that  we,  as  young  people  today,  must  make  decisions 
concerning  alcohol  and  other  drug  use  that  no  previous  generation  has  had  to 
contemplate.  The  words  in  the  poem  reflect  what  many  people,  young  and  old, 
say  to  themselves  when  confronted  with  the  decision  about  drugs.  Unfor- 
tunately, many  have  chosen  the  wrong  road.  The  focus,  however,  should  not 
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be  on  that  first  encounter;  in  today’s  society,  the  encounter  with  drugs  is 
inevitable.  Alcohol  and  other  drug  use  is  solidly  entrenched  in  our  society — the 
key  is  the  response  to  the  encounter.  Our  focus  must  be  on  developing  strong 
minds  that  will  be  able  to  deal  with  the  pressures  and  enticements  of  drugs 
and  spurn  the  temptation  to  indulge  or  sell.  Education  and  treatment  are 
imperative. 

We  must  remember  that  illicit-drug  use  is  a transaction.  It  is  simple 
economics — supply  and  demand.  As  long  as  there  is  a demand,  there  will  be 
a supply,  given  the  history  of  this  Nation  and  its  capitalist  economy.  The  harsh 
reality  and  driving  force  behind  the  illicit-drug  trade,  to  an  extent,  is  the 
consumer.  Needless  to  say,  as  long  as  we  have  capitalism,  we  will  have  illicit 
drugs.  As  someone  once  put  it,  drug  use  can  be  likened  to  a garden;  it  will 
always  need  tending.  We  must  continue  to  tend  to  this  phenomenon  by 
constantly  trying  to  eradicate  it  whenever  possible. 

What  can  be  done?  Honestly,  I do  not  know.  This  topic  has  been  discussed 
over  and  over  and  over  again  for  years.  The  reason  a solution  is  so  difficult  is 
that  alcohol  and  other  drug  abuse  is  not  the  real  problem  but  an  extension  of 
other  social  ills.  Thus,  to  cure,  or  mitigate,  this  problem,  we  as  a Nation  must 
work  together  and  attempt  to  get  this  country  back  on  its  feet  as  a whole.  I 
have  a few  suggestions,  which  many  of  us  may  be  aware  of  already. 

Three  areas  are  crucial:  first,  the  family,  which  is  probably  the  only  realistic 
hope  we  as  a Nation  have  of  combating  this  problem.  It  appears  to  be  the  one 
place  individuals  can  turn  no  matter  what.  There  is  one  caveat,  however.  Many 
youth  succumb  to  peer  pressure  because  they  know  that  their  family  will 
always  be  there  no  matter  what.  Yet,  if  we  are  going  to  even  begin  to  solve  this 
problem  of  alcohol  and  other  drug  abuse,  we  must  begin  to  restore  belief  and 
strength  in  the  family. 

Second  is  the  role  of  close  friends.  Close  friends  got  me  through  the  difficult 
times.  Negative  peer  pressure  can  be  extremely  difficult  to  deal  with  unless 
you  have  a balance  of  positive  peer  pressure  to  combat  it.  Thus,  establishing 
close  relationships  with  individuals  who  avoid  alcohol  and  other  drugs  is 
essential.  The  one  caveat  here  is  that  close  friends  many  times  lead  individuals 
into  trouble.  We  must  be  strong  and  prudent  in  selecting  friends.  Remember, 
alcohol  and  other  drug  use  hurts  many  people;  no  real  friend  of  mine  would 
hurt  me  or  allow  me  to  hurt  myself. 

Third  is  the  role  of  schools,  which  are  probably  the  most  influential  institu- 
tion, besides  family.  I believe  that  schools,  teachers,  and  principals  must  not 
only  attempt  to  teach  and  discipline  students,  but  seek  to  understand  what 
youth  are  saying  and  going  through.  Many  individuals  in  the  school  system 
throughout  this  country  do  an  excellent  job  assisting  and  nurturing  young 
people.  Many  youth,  however,  have  problems  that  are  dismissed  and 
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subsequently  lead  to  alcohol  or  other  drug  use.  For  example,  if  a young  man 
: has  no  interest  in  school,  or  a certain  class,  do  not  ridicule  him  by  calling  on 
| him  in  class  to  embarrass  him.  I always  gravitated  to  teachers  and  ad- 
! ministrators  who  took  an  interest  in  helping,  not  embarrassing,  me.  For  all 
we  know,  the  boy  could  have  a reading  problem.  Teachers  should  encourage 
students  to  confide  in  them,  and  then  seek  to  help  them  overcome  their 
problems.  Many  of  our  young  people  today  who  end  up  in  trouble  have  learning 
disabilities,  and  we  need  to  understand  this  and  extend  a hand  to  help,  not 
push  these  kids  aside  because  someone  else  has  made  the  adjustment  better 
or  shows  more  promise. 

Sometimes  it  seems  as  if  we  are  facing  an  insurmountable  problem.  If  we 
can  establish  a foundation,  however,  recognizing  our  true  leadership  and 
! emphasizing  youth’s  strong  points,  we  as  a country  may  have  a chance  at 
defeating  this  devastating  problem. 

References 

Drucker,  J.E.  In  Dickens’  America.  The  Family  Therapy  Networker  14 
(November-December):42-45, 1990. 

Grier,  W.H.,  and  Cobbs,  P.M.  Black  Rage.  New  York:  Basic  Books,  1980. 

Manatt,  M.  Parents,  Peers,  and  Pot  II.  Rockville,  Md.:  National  Institute  on 
Drug  Abuse,  1983. 

Merton,  R.  Social  theory  and  social  structure.  In:  Wallace,  R.,  and  Wolf,  A. 
Contemporary  Sociological  Theory:  Continuing  the  Classical  Tradition. 
Englewood  Cliffs,  N.J.:  Prentice  Hall,  1986. 

Morley,  J.  De-escalating  the  war.  The  Family  Therapy  Networker  14 
(November-December):27, 1990. 

Ray,  O.  Drugs,  Society,  and  Human  Behavior.  St.  Louis:  Mosby,  1972. 


! 

I 


Do  the  Right  Thing! 


Phill  Wilson 

We  live  in  an  age  of  slogans:  Keep  it  simple.  DARE!  Just  Do  It!  Where’s  the 
Beef?  Just  Say  No!  Try  it,  you’ll  like  it.  Beat  It!  One  of  the  most  popular  phrases 
of  our  time  is  “Do  the  Right  Thing,”  from  the  Spike  Lee  movie  of  the  same 
name.  The  issues  of  what  was  right  or  wrong  were  unclear  in  the  movie.  For 
many  people,  especially  African  Americans,  it  seems  the  issues  are  also 
unclear  with  regard  to  what  is  the  right  thing  to  do  to  solve  the  problems  facing 
our  communities:  crime,  drugs,  joblessness,  homelessness,  babies  having 
babies,  AIDS  and  other  health  care  issues. 

What  Is  the  Right  Thing? 

The  apostle  Paul  said,  “Whatever  is  true,  whatever  is  honorable,  whatever 
is  just,  whatever  is  pure,  whatever  is  lovely,  whatever  is  gracious,  if  there  is 
any  excellence,  if  there  is  anything  worthy  of  praise,  think  about  these  things.” 
(Phil.  4.8) 

So  What  Is  True? 

Some  of  the  truths  we  need  to  face  in  order  to  do  the  right  thing: 
Homosexuality,  both  male  and  female,  is  a fact  of  life.  Bisexuality,  both  male 
and  female,  is  a fact  of  life.  The  truth  is,  the  entire  sexual  spectrum  is  as  much 
a Black  Thang  as  it  is  anybody  else’s  thing. 

Substance  abuse,  in  all  its  forms,  is  a fact  of  life,  often  closely  related  to 
sexual  behavior  or  exacerbated  by  the  stress  of  living  in  a sexual  closet. 

The  truth  is,  in  many  cities  over  50  percent  of  all  new  AIDS  cases  are  African 
Americans.  The  truth  is,  52  percent  of  women  with  AIDS  are  Black.  The  truth 
is,  60  percent  of  all  babies  with  AIDS  are  our  babies. 

The  truth  is,  we  have  babies  with  AIDS  today  because  we  didn’t  care  enough 
about  their  mothers  yesterday. 

The  truth  is,  we  have  women  with  AIDS  today  because  we  didn’t  care 
enough  about  their  addicted  lovers  yesterday. 

The  truth  is,  AIDS  is  running  rampant  in  our  neighborhoods  and  families 
today  because  we  didn’t  care  enough  about  gay  men  yesterday. 

The  truth  is,  we  are  all  going  to  be  affected  tomorrow  if  we  don’t  care  enough 
today! 
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What  Is  Honorable? 

Webster  defines  honor  as  “adhering  to  principles  considered  right:  integrity, 
or  a sense  of  completeness  or  wholeness.”  If  we  are  to  have  any  hope  of  fighting 
AIDS  or  HIV,  we  must  understand  that  racism,  sexism,  classism,  homophobia, 
and  heterosexism  are  inextricably  connected. 

The  late  Bayard  Rustin  described  oppression  as  a whole  cloth — to  abide  any 
of  it  is  to  embrace  the  whole  of  it.  You  cannot  take  the  cloth  of  oppression,  cut 
out  the  part  that  affects  you,  create  a garment  of  what  is  left,  and  expect  the 
garment  to  fit.  The  threads  are  woven  throughout  the  cloth. 

There  is  no  honor  in  fighting  racism  while  embracing  sexism.  There  is  no 
honor  in  fighting  sexism  while  embracing  homophobia.  There  is  no  honor  in 
fighting  homophobia  while  embracing  classism. 

What  Is  Justice? 

Middle  class  Black  folk  who  have  found  some  political  power  and  some 
access  can  not  now  assume  the  same  posture  they  accuse  the  government  of 
with  regard  to  those  who  have  been  left  behind,  and  consider  themselves  just. 
Justice  can  not  mean  “just  us,”  no  matter  how  we  define  “us,”  for  far  too  much 
of  our  potential  as  a people  has  been  left  behind,  languishing  in  bars,  doing 
drugs,  and  engaging  in  unsafe  sex. 

Langston  Hughes  wrote  in  his  poem,  “I  Too  Sing  America,” 

I too  sing  America 
I am  the  darker  brother 

They  send  me  to  eat  in  the  kitchen  when  company  comes 
but,  I laugh  and  eat  well  and  grow  strong 
Tomorrow,  I’ll  be  at  the  table  when  company  comes 
No  one  will  dare  say  to  me 
Eat  in  the  kitchen 

Besides,  they’ll  see  how  beautiful  I am 
and  be  ashamed 
I too  sing  America. 

Too  many  tomorrows  have  passed.  The  company  has  come.  The  company 
has  eaten.  The  company  has  gone  home  and  still  too  few  of  us  are  at  the  table. 
Some  of  us  have  abandoned  the  notion  of  being  at  the  table.  Many  of  us  have 
died  from  starvation  waiting  for  our  invitation.  Too  many  of  us  have  lost  our 
hope  for  tomorrow.  Justice  happens  when  we  are  all  welcome  at  the  table, 
without  regard  to  gender,  class,  health  status,  or  sexual  orientation.  Justice 
happens  when  we  recommit  to  the  slogan,  “None  of  us  are  free  until  all  of  us 
are  free.” 
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What  Is  Pure? 

1 What  is  unadulterated  or  untainted  is  the  essence  of  the  human  spirit, 
expressed  in  brilliantly  creative  ways  when  we  allow  it  to  be  and  when  we 
determine  to  celebrate  it  for  the  blessed  gift  that  it  is.  We  must  find  ways  to 
affirm  and  encourage  that  spirit.  The  late,  great  20th-century  Black 
theologian  Howard  Thurman  calls  it  “the  dream  in  the  heart,”  adding  that  “as 
long  as  we  have  a dream  in  the  heart,  we  can  not  lose  the  significance  of  living.” 

The  dream  is  the  quiet  persistence  in  the  heart  that  enables 
us  to  ride  out  the  storm  of  our  churning  experiences.  It  is  the 
exciting  whisper  moving  through  the  aisles  of  our  spirit 
answering  the  monotony  of  limitless  days  of  dull  routine.  It  is 
the  ever-recurring  melody  in  the  midst  of  the  broken  harmony, 
and  the  harsh  discords  of  human  conflict.  It  is  the  touch  of 
significance  which  highlights  the  ordinary  experience.  It  does 
not  take  its  rise  from  the  environment  in  which  one  moves  or 
functions.  It  lives  in  the  inward  parts.  It  is  deep  within,  where 
the  issues  of  life  and  death  are  ultimately  determined.  Keep 
alive  the  dream;  for  as  long  as  we  have  a dream  in  our  heart, 
we  cannot  lose  the  significance  of  living. 

Finally,  What  Is  Gracious? 

The  poet  spoke  of  “Amazing  Grace,  how  sweet  the  sound,  that  saved  a 
wretch  like  me.”  This  is  the  grace  that  judges  not,  lest  ye  be  judged.  Excludes 
not,  lest  ye  be  excluded;  disempowers  not,  lest  ye  be  disempowered;  whether 
with  regard  to  sexuality,  economic  status,  history  of  substance  use  or  abuse, 
health  status,  age,  or  gender.  It  is  the  compassionate,  empathetic  response 
that  takes  its  cue  from  C.  T.  Vivian,  one  of  the  architects  of  the  civil  rights 
movement,  “Those  who  hate,  don’t  discriminate.”  Those  who  hate  me  because 
I’m  gay,  hate  all  of  us  because  we’re  Black.  Those  who  oppose  choice,  oppose 
gay  rights;  they  oppose  rational  AIDS  funding;  and  they  oppose  civil  rights. 
People  who  gay  bash,  bum  crosses,  and  wear  white  hoods. 

In  the  words  of  Mel  Boozer,  from  the  floor  of  the  1980  Democratic  National 
Convention,  “I  know  what  it  means  to  be  called  nigger  and  I know  what  it 
means  to  be  called  faggot.  And  I understand  the  difference  in  the  marrow  of 
my  bones.  I can  sum  up  the  difference  in  one  word:  NONE!” 

What  Is  Right? 

When  a Black  lesbian  is  harassed,  a Black  woman  has  been  disrespected. 
That  is  not  right! 
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When  an  African-American  teenager  is  called  a dyke  or  a faggot,  one  of  our 
children  has  been  abused.  This  is  not  right! 

When  a Black  gay  man  has  been  taunted,  an  African-American  man  has 
been  humiliated  and  tormented.  This  is  not  right! 

In  her  poem,  “Litany  for  Survival,”  Audre  Lorde  writes, 

...  and  when  we  speak 

we  are  afraid  our  words  will  not  be  heard  nor  welcomed 
but  when  we  are  silent  we  are  still  afraid. 

So  it  is  better  to  speak 
remembering 

we  were  never  meant  to  survive. 

In  a world  where  so  many  pride  themselves  on  their  power  to  exclude,  we 
must  speak  about  the  power  of  inclusion.  This  is  the  right  thing! 

In  a world  where  people  go  hungry,  live  in  the  streets,  or  even  die  simply 
because  they  are  poor,  female,  Black,  or  have  AIDS,  we  must  speak  of  support 
and  compassion.  This  is  the  right  thing! 

In  a world  where  many  leaders  are  cynical,  mean  spirited,  and  pessimistic, 
we  must  speak  of  optimism,  vision,  and  faith.  This  is  the  right  thing! 

In  a world  that  often  seems  without  hope,  we  must  speak  of  promise.  This 
is  the  right  thing! 

We  must  decide,  as  the  apostle  says,  that  these  are  the  bases  upon  which 
we  determine  how  to  do  the  right  thing.  If  there  is  any  excellence,  or  anything 
worthy  of  praise,  it  is  to  be  found  by  thinking  of  these  things:  truth,  honor, 
justice. 

When  we  elevate  our  values  to  a higher  plane,  we  begin  to  see  more  clearly 
what  Dr.  Martin  Luther  King,  Jr.,  saw  from  that  mountain  top  a quarter 
century  ago.  “Everybody  can  be  great,  because  everybody  can  serve.” 

There  might  have  been  no  March  on  Washington  in  1963  had  there  not  been 
a Black  gay  man  named  Bayard  Rustin  to  organize  it.  There  would  be  no  gospel 
music  as  we  know  it  today  had  there  not  been  an  African-American  gay  man 
named  James  Cleveland  to  create  and  sustain  it.  There  would  be  no  contem- 
porary fashion  had  there  not  been  Black  gay  designers  like  Willie  Smith  and 
Patrick  Kelly  to  design  it.  There  would  be  no  Alvin  Ailey  Dance  Theatre  had 
there  not  been  an  African-American  gay  choreographer  named  Alvin  Ailey  to 
found  and  direct  it.  There  would  be  no  contemporary  Black  literature  if  there 
had  npt  been  Black  gays  and  lesbians  like  James  Baldwin,  Langston  Hughes, 
Pat  Parker,  and  Audre  Lorde  to  contribute  to  it. 
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Dr.  King  knew  this,  and  that  is  why  he  admonished  us,  “We  are  all  clothed 
in  a single  garment  of  destiny,  trapped  by  a web  of  mutuality.”  If  we  are  indeed 
| to  find  solutions  to  the  many  issues  impacting  our  communities  today,  includ- 
i ing  AIDS  and  HIV,  if  we  are  to  move  from  “advocacy  to  action,”  we  must  learn 
very  quickly  Dr.  King’s  lesson.  “We  must  learn  to  live  [and  work]  together  as 
: brothers  [and  sisters]  or  die  together  as  fools.”  We  have  one  fundamental 
responsibility:  to  fight  for  each  other,  to  care  for  each  other,  to  love  each  other. 


We  must  do  the  right  thing!  We  must  create  a table  large  enough  to  seat  us 
all.  We  must  speak,  because  when  we  are  silent  we  are  still  afraid. 
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Health  and  Related  Data  for  Racial/Ethnic 
Populations  in  the  United  States: 
Realities  and  Needs 

Irene  Jillson-Boostrom 

Information  Needs  for  Policy  Formulation 

Alcohol  and  Other  Drug  Abuse  in  a Broadened  Context 

In  order  to  more  fully  understand  the  health  and  behavioral  cofactors  and 
consequences  of  abusing  alcohol  and  other  drugs,  we  must  place  this  social 
and  public-health  problem  in  a broader  socioeconomic  context.  It  is  unclear 
how  socioeconomic  and  environmental  factors  (e.g.,  housing,  education,  in- 
come, and  employment)  interact  with  personal  characteristics  to  produce 
varying  health  outcomes  and  to  foster  abuse.  Research,  however,  has  consist- 
ently shown  important  relationships  between  these  external  factors  and 
certain  health  outcomes.  For  example,  educational  attainment  is  known  to  be 
affected  by  health-services  utilization  and  overall  health  status,  including  the 
use  of  alcohol  and  other  drugs. 

In  1988,  13  percent  of  the  total  population,  or  32  million  Americans,  lived 
below  the  poverty  level.  Nearly  one-third  (32  percent)  of  African  Americans 
lived  in  poverty  that  year,  as  did  27  percent  of  Hispanics;  this  compares  with 
10  percent  of  White  Americans.  In  1988,  half  of  America’s  poor  were  either 
children  under  18  (40  percent)  or  older  persons  (11  percent). 

In  1991,  just  under  13  percent  of  all  Americans  over  25  had  not  completed 
high  school.  The  racial  and  ethnic  differences  were  striking:  12.5  percent  of 
Whites  had  not  graduated  from  high  school  versus  15  percent  of  African 
! Americans  and  36  percent  of  Hispanics  (Statistical  Handbook  on  U.S. 
Hispanics,  1991). 

The  health  and  social  consequences  of  AOD  abuse  are  of  paramount  concern 
to  policymakers  and  program  managers,  as  well  as  to  the  general  public.  Abuse 
has  been  inextricably  linked  with  a wide  range  of  public-health  and  social 
problems,  including  infant  abandonment  and  child  neglect,  teenage  pregnan- 
cy, homicide,  suicide,  and  poverty  in  the  communities  most  affected,  especially 
I inner-city  racial/ethnic  areas  (NCHS  1983, 1986). 
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Recent  data  show  a high  frequency  of  codependencies  among  those  with 
AOD-abuse  problems.  For  example,  those  who  consume  alcohol  have  a greater 
tendency  to  use  other  drugs  as  well  (Barnes  et  al.  1985).  Marijuana,  the  most 
frequently  used  illicit  drug,  exposes  the  smoker  to  more  tar  per  “smoke”  than 
high-tar  cigarettes  (DHHS  1987).  Furthermore,  users  of  alcohol  and  other 
drugs  expose  themselves  and  others  to  hazards  when  they  attempt  to  drive 
motor  vehicles  or  operate  machinery  under  the  influence  of  these  drugs.  In 
fact,  three  indicators  linked  with  abuse  of  alcohol — accidents,  homicides,  and 
suicides — are  the  leading  causes  of  death  among  adolescents. 

The  type  of  data  and  information  that  would  enable  policymakers  and 
program  managers,  as  well  as  communities,  to  address  the  cofactors  and 
consequences  of  AOD  abuse  are  severely  lacking.  Because  program  experience 
and  evaluation  research  in  prevention  and  treatment  have  made  it  clear  that 
programs  must  be  targeted  to  specific  populations,  it  is  imperative  for  nation- 
al, State,  and  local  data  to  be  separated  out  before  new  programs  are  designed. 
At  a minimum,  the  data  should  be  separated  by  socioeconomic  characteristics 
and  geographic  area. 

What  is  the  utility  of  such  separated  data?  Consider  race  and  ethnicity,  for 
example.  Breaking  data  out  by  age,  gender,  race,  and  ethnicity  enables 
decisionmakers  and  researchers  to  determine  patterns  of  alcohol  and  other 
drug  use  by  specific  populations.  In  fact,  findings  from  various  data  sources, 
such  as  household  surveys,  cause-specific  mortality  statistics,  and  treatment 
populations,  prove  that  patterns  of  use  differ  according  to  gender,  race, 
ethnicity,  and  certain  socioeconomic  characteristics.  For  example,  data  from 
both  the  National  Drug  and  Alcohol  Treatment  Unit  Survey  (NDATUS)  and 
the  Drug  Abuse  Warning  Network  (DAWN)  suggest  that  AOD  abuse  is  a 
particularly  serious  problem  among  racial  and  ethnic  populations,  especially 
African  Americans.  Data  also  suggest  that  cocaine  (including  crack  cocaine) 
plays  a prominent  role  in  drug-related  deaths  among  both  African  Americans 
and  Hispanics.  Alcoholism  and  suicide  among  youth  remain  significant  men- 
tal-health problems  among  American  Indians.  All  in  all,  racial  and  ethnic 
populations  in  the  United  States  differ  from  their  White  counterparts  in  their 
choice  of  drugs,  in  responses  to  intervention  and  treatment,  and  in  the 
involvement  of  their  families  in  their  treatment  and  recovery. 

Figures  1 through  4 show  comparative  data  by  race  and  ethnicity,  from 
three  different  sources , about  alcohol  and  other  drug  abuse.  These  data  clearly 
demonstrate  that  African  Americans  abuse  the  more  lethal  drugs  (crack 
cocaine  and  heroin)  at  higher  rates  than  do  Whites  and  Hispanics,  and  that 
drug-related  death  rates  are  far  higher  for  African  Americans  than  for  White 
Americans.  Table  1 shows  the  disproportionate  representation  of  African 
Americans  in  emergency-room  mentions  of  drug-related  problems  in  1988; 
more  than  one-half  of  mentions  of  cocaine-abuse  episodes  were  among  African 
Americans  versus  just  over  one-quarter  among  White  Americans.  In  contrast, 
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Figure  1.  Percent  Who  Ever  Used  Crack 

Source:  Derived  from  data  presented  in  NIDA  19896,  1991 


Figure  2.  Percent  Who  Ever  Used  Heroin 

j Source:  Derived  from  data  presented  in  NIDA  19896,  1991 


250 


FACTS  AND  FIGURES 


25 

| 


American  White  American  White 

Male  Female 

Figure  3.  Chronic  Liver  Disease  and  Cirrhosis  Death  Rates,  1988 

Source:  Derived  from  data  presented  in  NCHS  1991 


Figure  4.  Death  Rates  From  Drug-Related  Causes  for  U.S.  Males, 
1979-1987 


Source:  National  Center  for  Health  Statistics  (NCHS)  1989 
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Table  1.  Percent  Distribution  of  Drug  Mentions  in  Emergency-Room  Episodes 
(Reported  to  DAWN,  by  Race/Ethnicity,  According  to  Selected  Drugs:  1988 


Race 


White 

African 

American 

Hispanic 

Other 

Unknown 

Total 

|Alcohol  in  Combination 

44.5 

37.2 

9.2 

0.9 

8.2 

100% 

Cocaine 

26.8 

56.8 

8.8 

0.4 

7.3 

100% 

(Heroin  or  Morphine 

39.0 

40.7 

13.1 

0.6 

6.7 

100% 

(Marijuana  or  Hashish 

40.4 

43.7 

8.1 

0.8 

6.9 

100% 

Isource:  NIDA  1989a,  Table  2.11,  p.  35. 

Note:  Lines  may  not  add  to  100  percent  due  to  rounding. 


White  Americans  comprised  84  percent  of  the  general  U.S.  population  that 
year,  with  African  Americans  making  up  only  12  percent. 

In  terms  of  actual  numbers  of  individuals,  the  data  are  horrific.  For 
example,  based  only  on  the  1990  National  Household  Survey  on  Drug  Abuse 
(which  likely  underestimates  illicit-drug  use),  203,000  African  Americans  had 
used  crack  cocaine  in  the  month  prior  to  the  survey,  as  had  274,000  White 
Americans.  Nearly  400,000  African  Americans  reported  ever  having  used 
heroin,  as  did  more  than  1 million  WHiite  Americans  (NIDA  1991).  More  than 
26,000  Americans  died  from  chronic  liver  disease  and  cirrhosis  in  1988,  of 
whom  2,467  were  African-American  males  (NCHS  1991). 

In  spite  of  these  findings,  widespread  media  attention  to  the  proliferation 
of  alcohol  and  other  drug  abuse,  and  purported  governmental  concern,  only 
minimal  data  are  available  that  are  broken  down  by  race,  ethnicity,  and  age. 
It  is  critical  that  decisionmakers  have  data  that  can  be  used  to  derive  relative 
comparisons  by  race  and  ethnicity,  and  that  such  data  be  disseminated  widely. 
It  is  meaningless  to  know  that  nearly  5 percent  of  the  male  African-American 
respondents  to  the  household  survey  reported  ever  having  used  crack  cocaine 
if  one  doesn’t  also  know  that  just  over  1 percent  of  Wfaite  males  reported  ever 
having  used  this  drug.  Similarly,  not  having  household-survey  data  about 
heroin  use  that  are  cross-tabulated  by  race/ethnicity  and  both  age  and  gender 
severely  hampers  the  designing  of  prevention  and  treatment  programs  tar- 
geted at  specific  populations. 
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Data  and  Information  Needs 

Given  that  a broad  range  of  socioeconomic  information  about  alcohol  and 
other  drug  abuse  is  essential,  what  specific  data  elements  are  needed?  Several 
types  of  useful  and  appropriate  data  are  listed  below.  In  each  case,  to  the 
maximum  extent  possible,  data  should  be  broken  down  by  age,  gender, 
race/ethnicity,  geographic  location,  educational  and  employment  status,  and 
income  level. 

Abuse  of  alcohol  and  other  drugs 

• Self-reported  use  for  each  type  of  drug  (from  surveys  of  households, 
schools  at  all  levels,  and  institutions  such  as  prisons  and  juvenile 
detention  centers); 

• Diagnostic  data  for  use  in  determining  the  prevalence,  incidence,  and 
severity  of  abuse  episodes  (from  public  and  private  health  facilities, 
independent  private  practitioners,  and  public  and  private  third-party 
insurers,  including  Medicare  and  Medicaid); 

• Cause-of-death  data  from  medical  examiners  (DAWN  data);  and 

• Service-utilization  data  from  AOD-abuse  treatment  programs,  public 
and  private  general  hospitals,  and  psychiatric  hospitals. 

General  health-status  and  service-utilization  data 

• Morbidity  and  mortality  data  for  diagnoses  associated  with  alcohol  and 
other  drug  abuse,  such  as  liver  cirrhosis,  hypertension,  sexually  trans- 
mitted diseases  including  HIV,  tuberculosis,  fetal  alcohol  syndrome  and 
fetal  addiction  to  cocaine  and  other  illicit  drugs,  and  automobile, 
workplace,  and  other  accidents  (from  diagnostic  data  from  public  and 
private  health  facilities,  independent  private  practitioners,  and  public 
and  private  third-party  insurers);  and 

• Service-utilization  and  cost  data  for  diagnoses  associated  with  alcohol 
and  other  drug  abuse  (from  data  from  public  and  private  health 
facilities,  third-party  insurers,  and  public  and  private  AOD-abuse 
treatment  programs). 

Socioeconomic  data  associated  with  alcohol  and  other  drug  abuse 

• Educational  attainment,  by  age,  gender,  race/ethnicity,  geographic 
location,  and  per  capita  public-education  expenditures  by  census  data; 

• Income  level,  by  age,  gender,  race/ethnicity,  and  geographic  location; 

• Family  dissolution,  breakdown,  or  trauma; 
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• Personal  and  property  crime  associated  with  alcohol  and  other  drug 
abuse  (e.g.,  homicides,  spouse  and  child  abuse),  by  age,  gender, 
race/ethnicity  of  victim  and  perpetrator,  and  geographic  location; 

• Gang-related  activities  by  geographic  area; 

• Incarceration  rates  by  age,  gender,  race/ethnicity,  and  geographic  loca- 
tion; 

• Unemployment  or  underemployment; 

• Legal  and  related  social  consequences  such  as  the  high  proportions  of 
youth  and  adults  incarcerated  for  drug-related  crimes,  with  resulting 
absence  from  families,  and  the  large  numbers  of  youth  required  to  leave 
school  for  AOD  possession  or  use;  and 

• Economic  cost  to  the  family,  community,  State,  and  Nation. 

Collection,  Analysis,  and  Interpretation  of  Data 

A number  of  methodological  and  other  issues  have  to  do  with  collecting  and 
analyzing  the  types  of  data  described  above. 

Defining  Race  and  Ethnicity 

Race/ethnicity  is  one  of  the  more  difficult  demographic  categories  to  define 
and  use  in  analysis  because  there  is  no  general  consensus  for  classifying 
subpopulations.  Moreover,  the  definitions  have  changed  over  time;  three 
decades  ago,  the  United  Nations  recommended  use  of  the  term  “ethnic  group” 
rather  than  “race.”  Today,  most  health-services  researchers  use  race  clas- 
sifications in  collecting  epidemiologic  data  that  can  be  used  as  the  basis  for 
more  detailed  etiologic  studies  (Polednak  1989). 

For  the  purpose  of  this  discussion,  racial  groups  are  defined  as  African 
Americans,  American  Indians,  and  persons  whose  origins  are  in  Asia  and  the 
Pacific  Islands.  In  1987,  African  Americans  comprised  12  percent  of  the 
population  (U.S.  Bureau  of  the  Census  1987);  in  1980,  the  most  recent  year 
for  which  data  are  available,  Asian  Americans  and  American  Indians  com- 
prised 1.6  and  1 percent  of  the  population,  respectively  (U.S.  Bureau  of  the 
Census  1989a).  The  term  American  Indian  includes  those  frequently  referred 
to  as  Native  Americans,  Eskimos,  and  Aleuts  from  Alaska  and  neighboring 
islands.  American  Indians  and  Asian  Americans  comprise  extremely  diverse 
subgroups  with  varying  cultures;  Asian  Americans  in  particular  vary  consid- 
erably in  the  degree  to  which  they  are  disadvantaged.  Nevertheless,  no 
national  health  data  are  broken  down  by  subpopulation  (e.g.,  Vietnamese, 
Korean)  within  this  category. 

Hispanics  are  the  largest  ethnic  minority  population  in  the  United  States, 
comprising  8 percent  of  the  population  in  1987,  and  are  also  the  fastest- 
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growing  ethnic  group  in  the  country,  having  increased  34  percent  between 
1980  and  1988  (U.S.  Bureau  of  the  Census  1989).  Hispanics  include  in- 
dividuals of  White,  African,  and  American-Indian  origins,  as  well  as  others  of 
mixed  racial  parentage.  The  only  characteristics  Hispanics  have  in  common 
are  (1)  they  either  have  emigrated  from,  have  ancestors  from,  or  have  sur- 
names associated  with  countries  that  were  once  under  Spanish  dominion  and 
(2)  most  of  them  still  speak  Spanish  as  their  first  or  second  language. 

The  largest  subgroup  of  Hispanics  is  the  Mexican-American  population; 
Puerto  Ricans  and  Cubans  represent  the  second-  and  third-largest  subgroups. 
Mexican  Americans  live  primarily  in  the  Southwest,  Puerto  Ricans  in  the 
North,  and  Cubans  in  southern  Florida.  More  recent  immigrants  from  El 
Salvador  and  Guatemala  live  primarily  in  the  Southwest,  but  also  in  the  North 
Central  area.  These  Hispanic  subgroups  often  differ  substantially  from  one 
another  with  respect  to  health  and  socioeconomic  characteristics. 

While  data  are  increasingly  available  for  race  and  ethnicity,  the  break- 
downs are  often  for  “White”  and  “all  others,”  or  “White,  non-Hispanic”  and 
“Black,  non-Hispanic”;  rarely  are  national  data  broken  out  any  further. 
Regrettably,  while  some  national  data  are  separated  by  age  and  gender  for 
racial  or  ethnic  groups,  rarely  are  they  further  separated  by  education  or 
income  status,  which  would  shed  light  on  the  relative  contribution  these 
variables  make  to  differences  in  health  status  or  health-services  utilization 
among  different  populations.  An  exception  is  the  data  published  by  the  Bureau 
of  Indian  Affairs  in  an  annual  report  of  updated  statistics  for  Reservation 
States.  Unfortunately,  the  data  in  that  report  are  often  not  directly  com- 
parable with  other  national  data.  No  comparable  national  data  are  available 
for  Hispanics,  in  spite  of  the  growing  proportion  of  that  population  in  the 
United  States. 

Few  studies  present  separate  racial/ethnic  data  for  populations  based  on 
longitudinal  studies;  rather,  most  are  point-in-time,  cross-sectional  studies, 
which  present  a picture  of  racial  and  ethnic  differences  at  one  point  in  time, 
rather  than  showing  long-term  trends  for  a specific  population.  Among 
Hispanics,  for  example,  the  degree  of  acculturation  to  American  society  is  an 
important  predictor  of  alcohol  use.  A higher  degree  of  acculturation  is  as- 
sociated with  less  abstention  from  alcohol  among  older  men  and  with  more 
frequent  heavy  drinking  among  younger  men  (Caetano  1987).  It  is  thus 
important  to  examine  variations  in  prevalence  rates  among  Hispanics  not  just 
according  to  age  and  gender,  but  also  according  to  country  of  origin,  level  of 
acculturation,  and  immigrant-versus-U.S.-bom  status. 

A further  consideration  in  interpreting  racial  differences  in  alcohol  use  is 
that,  compared  with  the  White  population,  the  African-American  population 
is  relatively  young.  Thus,  higher  death  rates  among  African  Americans  from 
all  causes  may  reduce  the  denominator  for  calculating  alcoholism  rates,  in 
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effect  raising  the  rates  with  age.  Nonetheless,  the  low  (compared  with  Whites) 
alcoholism  rate  among  African  Americans  in  the  under-30  age  group  may  be 
| a more  accurate  reflection  of  reality,  because  death  rates  have  not  yet  differen- 
tially reduced  the  African-American  population  compared  with  the  White 
population. 

More  than  10  years  ago,  the  first  report  on  the  Health  Status  of  Minority 
and  Low  Income  Americans  was  published  by  the  Health  Resources  and 
Services  Administration.  That  report  decried  the  paucity  of  data  broken  down 
by  race/ethnicity  and  called  for  substantially  more — and  more  useful — data  to 
be  collected  for  policymakers  and  others  to  use.  Regrettably,  the  availability 
, of  data  has  not  improved  much  since  then.  In  fact,  data  on  some  previously 
| available  categories  are  no  longer  available.  An  important  example  is  the 
jl  national  survey  of  immunization  coverage,  conducted  by  the  Centers  for 
Disease  Control,  which  has  not  been  funded  since  1985.  This  important 
indicator,  used  worldwide  to  measure  national  programs  for  child  survival, 

I had  shown  serious  disparities  by  race  in  the  United  States.  Unfortunately, 
j since  1985,  no  reliable  alternative  data  have  been  available  to  determine  if 
I changes  have  occurred  in  the  past  5 years. 

Availability  of  Socioeconomic  Data 

Health-status  and  health-service-utilization  data  are  rarely  presented  by 
income  level.  As  might  be  expected,  insurance  coverage  and  other  data 
pertaining  to  health-care  expenditures  are  often  (but  not  always)  available  by 
income  level,  but  these  are  rarely  broken  down  further,  by  income  level  or 
race/ethnicity.  This  severely  hampers  policymakers  and  researchers  from 
discerning  and  describing  the  problem  of  accessibility  to  health-care  services 
(including  treatment  of  alcohol  and  other  drug  abuse  and  associated  health 
problems).  That  health-status  data  are  only  rarely  broken  down  by  income 
renders  even  more  difficult  the  possibility  of  planning  for  equitable  health- 
care delivery. 

Use  of  Household  Surveys  and  Other  Data  Sources 

While  mortality  data  are  generally  reliable,  there  are  problems  in  defining 
certain  classifications  that  relate  to  health  problems  associated  with  alcohol 
and  other  drug  abuse  (e.g.,  infant  mortality).  National  morbidity  data  are,  for 
the  most  part,  based  on  self-reports  (e.g.,  from  sources  such  as  the  National 
Health  Interview  Survey  or  the  Epidemiologic  Catchment  Area  (ECA)  studies 
of  mental-health  conditions)  or  derived  from  health-facility  and  provider- 
utilization  data.  Both  of  these  sources  have  serious  problems.  In  the  first  case, 
national  household  surveys  may  underrepresent  disadvantaged  persons,  who 
have  been  shown  to  be  disproportionately  racial/ethnic  and  to  be  most  at  risk 
for  abusing  alcohol  and  other  drugs  (Frank  et  al.  1983).  These  populations 
include  the  following: 
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• Those  who  are  homeless  every  night  (an  estimated  735,000  in  1988)  or 
who  were  homeless  for  at  least  one  night  in  1988  (an  estimated 
1.3  million  to  2 million)  (Katz  1989); 

• Americans  institutionalized  in  prisons,  juvenile  detention  centers,  and 
long-term  care  facilities;  and 

• Those  who  live  in  some  type  of  temporary  facility  or  shelter. 

Moreover,  the  questions  in  the  surveys  may  not  be  understood  due  to  poor 
education  or  language  barriers,  or  the  respondents  may  underreport  informa- 
tion such  as  illicit-drug  use  or  overreport  information  such  as  good  health 
habits.  Surveys  that  include  physical  examinations  conducted  by  health 
professionals  may  be  the  most  reliable  sources  of  information  on  morbidity, 
but  they  require  intrusive  examination  procedures  that  may  introduce  a bias 
because  of  cultural  factors  or  of  ethnic  and  racial  stereotyping. 

Data  Limitations  Concerning  Alcohol  and  Other  Drugs 

Several  special  issues  arise  in  calculating,  analyzing,  and  interpreting  data 
on  alcohol  and  other  drug  abuse  among  different  racial  and  ethnic  groups, 
issues  that  do  not  pertain  to  other  illnesses.  First,  the  household-survey 
method  has  important  limitations,  even  if  it  is  accepted  as  an  appropriate 
source  of  national  epidemiologic  data.  Perhaps  the  greatest  problem  is  that 
groups  associated  with  the  behavior  under  study  are  less  likely  than  others  to 
be  surveyed.  In  the  case  of  alcohol  use,  people  with  the  most  severe  problems, 
such  as  homeless  alcoholics,  would  not  ordinarily  be  questioned,  nor  would 
prisoners  and  other  institutionalized  persons,  including  those  in  residential 
treatment  programs  for  alcoholism  and  other  drug  abuse.  In  the  case  of 
illicit-drug  use,  those  most  likely  to  be  addicted  are  least  likely  to  be  included 
or  willing  to  participate  in  such  a study.  Because  racial/ethnic  groups  are 
overrepresented  in  these  populations,  the  extent  of  their  AOD  use  may  be 
underreported. 

Second,  concepts  of  mental  health  and  mental  illness  generally,  and  abuse 
of  alcohol  and  other  drugs  specifically,  are  not  as  clearly  drawn  as  are  concepts 
of  somatic  or  bodily  illness;  this  is  particularly  important  as  it  concerns  mental 
disorders  associated  with  alcohol  and  other  drug  abuse.  Although  organic 
etiology  has  clearly  been  established  for  some  mental  illnesses,  in  others, 
known  as  functional  disorders,  it  has  not.  Moreover,  theorists  and  prac- 
titioners disagree  about  the  dividing  line  between  organic  and  functional 
disorders.  This  problem  is  particularly  important  in  examining  rates  of  mental 
illness  among  ethnic/racial  and  low-income  groups,  because  they  are  generally 
exposed  to  more  of  the  life  events  and  conditions  considered  precursors  to 
alcohol  and  other  drug  abuse  than  are  non-Hispanic  Whites  and  higher  income 
groups. 
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A related  issue  is  the  differing  views  about  the  fundamental  sources  of 
alcohol  and  other  drug  abuse.  One  way  to  illustrate  this  issue  is  to  contrast 
| the  medical  model  with  the  social  model.  Under  the  medical  model,  alcohol 
and  other  drug  abuse  is  regarded  as  a disease  that  can  be  treated  or  cured  by 
doctors  in  hospitals  and  clinics.  Accordingly,  under  this  model,  health-status 
indicators  analogous  to  those  used  in  other  health  problems  are  considered 
appropriate  for  comparing  populations.  Such  indicators  might  include  health- 
care-services  utilization  and  distribution  of  diagnostic  categories  by 
demographic  characteristics. 

|| 

Under  the  social  model,  however,  primary  emphasis  is  given  to  the  socioen- 
vironmental  causes  of  alcohol  and  other  drug  abuse.  Under  this  model, 
incidence  and  prevalence  data  are  interpreted  critically  to  take  into  account 
I possible  systematic  social  biases  involved  in  generating  the  data.  Health-care- 
i services  utilization  is  extended  to  include  use  of  social-welfare  agencies,  crisis 
centers,  and  counseling  centers.  Attention  is  also  paid  to  influences  from  the 
! wider  socioeconomic  environment  (e.g.,  unemployment  rates,  police  interven- 
| tions),  and  the  concept  of  treatment  is  broadened  to  include  programs  and 
] interventions  not  based  exclusively  on  an  individual  therapeutic  model. 

It  is  also  important  to  consider  the  possibility  of  linguistic  and  cultural 
biases  in  diagnosis  and  treatment  of  alcohol  and  other  drug  abuse.  One  obvious 
concern  in  studying  groups  with  limited  knowledge  of  English  is  how  to  guard 
against  inaccuracy  in  translating  diagnostic  tools  and  research  instruments 
from  one  language  to  another  (Rogler  1989). 

Moreover,  there  is  evidence  that  racial  and  cultural  factors  may  influence 
clinical  diagnosis  in  other  ways,  despite  attempts  to  make  it  more  objective  by 
adopting  standardized  operational  criteria  (e.g.,  the  Diagnostic  and  Statistical 
Manual  of  Mental  Disorders  (Loring  and  Powell  1988)). 

Availability  and  Utility  of  Data  for  Policy  Formulation 

Data  about  alcohol  and  other  drug  abuse  and  the  related  use  of  treatment 
I services  come  from  so  many  sources  that  they  present  a conflicting  picture 
that  complicates  formulation  of  public  policy.  For  example,  while  household 
surveys  have  consistently  reported  less  AOD  use  among  African  Americans 
than  among  their  White  counterparts,  data  from  drug-related  hospital  admis- 
sions, drug-treatment  programs,  and  drug-related  mortality  statistics  present 
an  entirely  different  picture,  with  an  overrepresentation  of  African-American 
and  Hispanic  adolescent  males  in  every  area.  The  1988  National  Household 
Survey  found  that  for  all  measures  of  marijuana  use — lifetime,  past  year,  past 
month — White  adolescent  use  was  comparable  to  Hispanic  use  and  higher 
than  African-American  use.  Dembo  (1988),  on  the  other  hand,  found  that 
White  and  African-American  adolescents  had  equal  rates  of  marijuana  use. 
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Self-reported  data  from  household  and  school  surveys  suggest  that  alcohol- 
related  diseases  such  as  liver  cirrhosis  and  esophageal  cancer  should  be  less 
prevalent  among  African  Americans  than  among  the  general  population. 
However,  age-adjusted  African-American  male  death  rates  for  all  drug- 
related  causes,  including  alcohol,  were  2.5  times  those  of  White  males  in  1987. 
This  conflict  between  the  household-survey  data  on  alcohol  use  and  the  data 
on  related  chronic  diseases  may  result  from  an  underestimate  of  alcohol  use 
among  African-American  adolescents. 

Key  Sources  of  Epidemiologic  Data  and  Service  Delivery  and 
Utilization  Data 

i 

Epidemiologic  data 

• The  Drug  Abuse  Warning  Network  (DAWN)  collects  data  on  AOD 
abuse-related  episodes  from  738  hospital  emergency  rooms  in  21 
metropolitan  areas  and  data  on  drug-related  deaths  from  87  medical 
examiners  in  27  metropolitan  areas  (NIDA  1989a).  Although  the  data 
are  limited  to  certain  locales  where  racial  and  ethnic  populations  tend 
to  be  overrepresented  and  the  cases  are  restricted  to  reported  medical- 
crisis  episodes  only,  the  DAWN  tracking  system  is  a useful  and  current 
source  of  information  because  it  balances  the  underreporting  of  AOD 
use  in  household  surveys.  Data  broken  down  by  gender  and  age, 
however,  are  not  available  from  DAWN,  an  important  limitation. 

• NIDA’s  National  Household  Survey  on  Drug  Abuse  is  frequently  used 
as  a source  for  estimating  rates  of  illicit-drug  use  by  race/ethnicity, 
educational  attainment,  and  other  characteristics.  The  most  recent 
survey,  in  1988,  included  more  than  8,800  interviews.  Data  are  broken 
down  for  Whites,  Hispanics,  and  African  Americans,  by  age  group  and 
by  gender.  However,  the  response  rates  for  a number  of  the  questions 
do  not  permit  such  breakdowns. 

• Sources  of  data  for  American  Indians  are  limited  to  special  population 
surveys,  for  example,  one  conducted  in  the  State  of  New  York  and 
another  designed  to  assess  the  patterns  of  alcohol  use  among  reserva- 
tion youth  over  a 10-year  period  (Oetting  and  Beauvais  1989).  Unfor- 
tunately, the  data  from  the  latter  study  were  not  broken  down  by 
gender.  Since  the  early  1970’s,  information  about  alcohol  and  other  drug 
use  among  Asian  Americans  has  been  sparse  and  inconclusive  (Nation- 
al Clearinghouse  for  Alcohol  and  Drug  Information  1986/87).  Most 
researchers  believe  that  AOD  use  in  this  group  is  low  and  the  related 
number  of  problems  are  fewer;  there  may,  however,  be  significant 
deviations  from  this  observation  for  certain  groups  of  Asian  Americans. 
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Utilization  data  for  treatment  of  alcohol  and  other  drug  abuse 

• NIMH  population-based  admission  rates  for  inpatient  facilities  are 
broken  down  by  race/ethnicity  and  primary  diagnosis. 

• The  National  Hospital  Discharge  Survey  gives  discharge  rates  and 
lengths  of  stay  from  short-stay  hospitals,  broken  down  by  mental 
disorder. 

• The  N ational  Drug  and  Alcoholism  Treatment  Unit  Survey  (ND ATU S) 
is  conducted  by  NIDA  and  the  National  Institute  on  Alcohol  Abuse  and 
Alcoholism  (NIAAA)  and  is  designed  to  catalog  all  known  public  and 
private  AOD-abuse  treatment  facilities  in  the  United  States,  regardless 
of  funding  source.  NDATUS  collects  information  about  types  of  services, 
client  capacity,  client  demographic  characteristics,  and  funding  re- 
quirements and  sources  (NIDA  and  NIAAA  1988).  In  general,  the 
organizations  specializing  in  AOD-abuse  treatment  are  distinct  from 
those  included  in  the  National  Institute  of  Mental  Health  (NIMH) 
statistics.  Although  participation  in  NDATUS  was  purely  voluntary,  in 
1987  more  than  three-fourths  of  all  forms  mailed  to  various  programs 
were  returned.  (NDATUS  data  may  be  limited  in  that  private  programs 
are  less  likely  than  public  programs  to  respond.)  Nevertheless,  a total 
of  8,690  facilities  reported  2,132  alcohol-only  programs,  1,198  non- 
alcohol drug  programs,  and  5,360  combined  alcohol  and  other  drug 
treatment  programs.  Of  the  8,690  facilities  surveyed  in  1987,  6,866 
provided  treatment;  5,211  delivered  preventive  and  educational  serv- 
ices; and  3,844  delivered  other  services.  In  the  treatment  facilities, 
non-alcohol  drug  abuse  clients  accounted  for  42.1  percent  and  alcohol 
abuse  clients  for  57.9  percent  of  the  total  clients  served.  NDATUS  data 
are  also  broken  down  by  types  of  treatment  received. 

General  Health-Status  Data 

In  general,  disease-specific  mortality  rates  are  among  the  most  reliable  of 
all  available  health  statistics.  Despite  this  fact,  indications  are  that  deaths 
among  racial/ethnic  populations  may  not  be  investigated  as  closely  as  deaths 
among  their  White  counterparts,  thereby  leading  to  underestimates  for  cer- 
tain causes  of  death  among  racial/ethnic  Americans.  Second,  national  mor- 
tality rates  for  Hispanics  are  not  available.  Health  data  for  Hispanic  males, 
both  mortality  data  and  other  health  indicators,  come  largely  from  regional 
rather  than  national  surveys;  among  other  problems,  this  means  that  rural 
Hispanics  are  very  likely  to  be  underrepresented.  On  the  other  hand, 
American  Indians  living  in  urban  areas  are  very  likely  to  be  underrepresented 
in  the  available  health  data,  which  are  collected  on  reservation-based  popula- 
tions. Finally,  for  other  racial/ethnic  groups  such  as  Asian/Pacific  Islanders, 
national  mortality  data  as  well  as  chronic-  and  acute-disease  data  are 
unavailable. 
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The  primary  source  of  health-status  data,  including  mortality  and  mor- 
bidity data,  is  the  National  Center  for  Health  Statistics.  Most  data  are  broken 
down  by  age,  by  gender,  and  for  White  and  African  Americans.  Scant  data  are 
available  for  Hispanics  and  even  less  for  American  Indians  and  Asian 
Americans.  Moreover,  specific  drug-related  causes  of  death  and  morbidity  are 
not  available  for  separate  subpopulations.  Some  of  the  cause-of-death  data  are 
not  broken  down  sufficiently  to  allow  for  more  thorough  study;  for  example, 
the  category  “drug-related  causes”  includes  deaths  from  illicit-drug  psychoses, 
dependent  and  nondependent  drug  use,  accidental  and  deliberate  poisoning, 
and  suicide,  although  it  excludes  homicide  and  other  causes  indirectly  related 
to  AOD  use.  These  data  are  available  only  through  special  studies  and  from 
illicit-drug  enforcement  statistics. 

Key  Socioeconomic  Data 

National  data  that  could  be  used  to  determine  more  precisely  the 
socioeconomic  differences  in  alcohol  and  other  drug  abuse  are  lacking.  Avail- 
able data,  however,  show  strong  associations  between  prevalence  of  AOD 
abuse  and  various  indicators  of  socioeconomic  status.  These  findings  clearly 
demonstrate  the  need  for  national  data  broken  down  by  educational  attain- 
ment, employment  status,  and  income  level.  For  example,  NIDA’s  1985 
National  Household  Survey  on  Drug  Abuse  suggested  that  AOD  use  in  the 
past  30  days  generally  increased  as  employment  status  did  in  the  various  age 
groups.  Moreover,  those  who  are  fully  employed  have  a greater  tendency  to 
use  alcohol,  and  alcohol  use  increased  with  education  in  all  age  groups  (NIDA 
1988). 

In  a recently  published  analysis  of  the  1981  EC  A study  in  Baltimore, 
Lillie-Blanton  and  associates  (1991)  highlighted  in  their  summary  the  finding 
that  African-American  women  with  12  or  more  years  of  education  were  less 
likely  to  be  heavy  drinkers  than  Whites  with  comparable  education.  However, 
an  examination  of  the  accompanying  tables  shows  that  the  study’s  findings 
are  internally  inconsistent.  For  example,  while  2.6  percent  of  African- 
American  respondents  with  a 12th-grade  education  reported  heavy  drinking 
(defined  as  1.0  or  more  ounces  of  absolute  alcohol  per  day)  in  comparison  to 
3.7  percent  of  White  respondents,  African-American  respondents  with  the 
same  education  level  were  twice  as  likely  as  White  respondents  to  report 
alcohol  abuse  or  dependence  in  their  lifetime  (4.8  versus  2.6  percent). 
Moreover,  African-American  respondents  with  this  educational  level  were 
nearly  three  times  as  likely  to  report  current  abuse  or  dependence  on  alcohol 
(3.0  versus  1.1  percent).  The  rates  of  lifetime  abuse  or  dependence  and  current 
abuse  and  dependence  were  only  slightly  higher  for  White  respondents  with 
13  or  more  years  of  education  (Lillie-Blanton  et  al.  1991). 

Another  source,  the  National  Survey  of  High  School  Seniors,  provides 
useful  data,  however  minimal.  This  survey  consistently  shows  that  the  use  of 
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illicit  drugs  by  American  high  school  seniors  differs  by  socioeconomic  status, 
as  measured  by  the  rate  of  use  for  seniors  expecting  to  attend  college  versus 
those  who  are  not.  At  the  other  end  of  the  educational  spectrum,  a group  of 
Mexican-American  and  White  adolescents  who  had  dropped  out  of  school 
between  grades  6 and  12  was  compared  with  a control  group  and  an  academi- 
cally at-risk  group  (Chavez  et  al.  1989).  The  dropouts  were  found  to  have  the 
highest  rates  of  alcohol  and  other  drug  abuse,  followed  by  the  at-risk  students. 

Other  probative  indications  include  the  negative  effect  of  economic  fluctua- 
tions on  the  abuse  of  alcohol  and  other  drugs.  Racial/ethnic  groups  are  more 
severely  affected  by  economic  downturns,  especially  high  unemployment 
rates,  which  are  associated  with  increased  alcohol  abuse  (Williams  1982). 

When  data  for  all  five  ECA  sites  were  examined,  a consistent  trend 
appeared  indicating  the  inverse  relationship  between  lifetime  prevalence  of 
certain  disorders  and  increased  levels  of  education  (Helzer  and  Bumam  1990). 
The  ECA  study  also  showed  that  among  the  employed  in  all  age  groups,  the 
higher  the  current  income,  the  lower  the  1-year  prevalence  of  alcohol  abuse 
(Helzer  and  Bumam  in  press).  Respondents  regarded  as  underemployed  had 
higher  1-year  prevalence  rates  than  those  regarded  as  fully  employed.  This 
relationship  existed  for  all  three  major  racial/ethnic  groups — non-Hispanic 
Whites,  African  Americans,  and  Hispanics. 

Recommendations 

• All  Federal,  State,  and  local  government  agencies  should  require  that 
all  nationally  collected  data  funded  by  them  or  collected  on  an  in- 
tramural basis  allow  for  breakdowns  by  race/ethnicity  (at  the  most 
discrete  level  possible),  gender,  age,  employment  status,  income  level 
(if  available),  and  geographic  area. 

• Government  and  private  funding  sources  should  provide  support  for  the 
design  and  implementation  of  innovative  methods  of  data  collection,  in 
particular  with  regard  to  health  problems  that  pose  significant  difficul- 
ties, such  as  AOD  abuse,  deviant  sexual  practices,  and  violent  behavior. 

• The  U.S.  Department  of  Health  and  Human  Services  should  identify 
key  indicators  associated  with  alcohol  and  other  drug  abuse  and  ensure 
that  data  on  them  are  collected  and  published  annually  in  order  to 
ensure  ongoing  monitoring  of  this  public-  and  social-health  problem. 

• All  Federal  agencies  should  collaborate  with  one  another  and  with  State 
agencies  and  the  private  sector  to  ensure  that  key  socioeconomic  in- 
dicators are  collected  and  reported  annually. 
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• Researchers  funded  by  public  sources  should  assume  responsibility  for 

— collecting  and  analyzing  data  that  can  be  used  by  policymakers 
and  program  managers,  including  data  broken  down  by  the  types 
of  variables  described  in  this  chapter; 

— presenting  data  in  ways  that  are  useful  for  all  those  concerned 
about  alcohol  and  other  drug  abuse,  including  community-based 
program  staff; 

— presenting  findings  as  quickly  as  possible  for  public  use,  rather 
than  awaiting  publication  in  peer-reviewed  journals,  which  often 
delays  dissemination  of  the  findings  by  a year  or  more;  and, 
finally, 

— ensuring  ethical  and  socially  responsible  practices  in  the  design, 
collection,  analysis,  and  presentation  of  data. 

Acknowledgments 

Much  of  the  material  from  which  this  paper  is  derived  comes  from  two 
reports  prepared  by  Policy  Research  Incorporated  under  contract  to  the  U.S. 
Department  of  Health  and  Human  Services:  (1)  Shattered  Hopes  and  En- 
dangered Lives:  Health  and  Social  Well-being  of  Adolescent  Minority  Males  in 
the  United  States  (prepared  for  the  Office  of  Minority  Health)  and  (2)  Health 
Status  of  Minority  and  Low  Income  Populations  in  the  United  States  (prepared 
for  the  Health  Resources  and  Services  Administration,  Office  of  Disad- 
vantaged Assistance). 

References 

Barnes,  G.M.;  Frank,  B.;  Lipton,  D.;  Marel,  R.;  and  Schmeidler,  J.  Double 
Danger:  Relationships  Between  Alcohol  Use  and  Substance  Use  Among  Secon- 
dary School  Students  in  New  York  State.  Buffalo,  N.Y.:  N.Y.  Division  of 
Substance  Abuse  Services  and  Research  Institute  on  Alcoholism,  1985. 

Caetano,  R.  Acculturation  and  drinking  patterns  among  U.S.  Hispanics. 
British  Journal  of  Addictions  82:789-799, 1987. 

Chavez,  E.L.;  Edwards,  R.;  and  Oetting,  E.R.  Mexican  American  and  White 
American  school  dropouts’  drug  use,  health  status,  and  involvement  in 
violence.  Public  Health  Reports  104:594-604, 1989. 

Dembo,  R.  Delinquency  among  the  Black  male  youth.  In:  Gibbs,  J.T.,  ed. 
Young,  Black,  and  Male  in  America:  An  Endangered  Species.  Dover,  Mass.: 
Auburn  House,  1988. 


FROM  ADVOCACY  TO  ACTION 


263 


Frank,  B.;  Kaestner,  E.;  Marel,  R.;  Schmeidler,  J.;  and  Maranda,  M.  Drug 
abuse  among  tenants  of  single  room  occupancy  (SRO)  hotels  in  New  York  City. 
Buffalo,  N.Y.:  N.Y.  State  Division  of  Substance  Abuse  Services,  June  1983. 

Helzer,  J.E.,  and  Bumam,  A.  Alcohol  abuse  and  dependence.  In:  Robins, 

| L.N.,  and  Regier,  D.A.,  eds.  Psychiatric  Disorders  in  America.  1990. 

Katz,  M.B.  The  Undeserving  Poor:  From  the  War  on  Poverty  to  the  War  on 
j Welfare.  New  York:  Pantheon  Books,  1989. 

Kozel,  N.J.,  and  Adams,  E.H.,  eds.  Cocaine  Use  in  America — Epidemiologic 
! and  Clinical  Perspectives.  NIDA  Research  Monograph  61.  DHHS  Pub.  No. 

! (ADM)87-1414.  Washington,  D.C.:  Supt.  of  Docs.,  U.S.  Govt.  Print.  Off,  1987. 

Lillie-Blanton,  M.;  MacKenzie,  E.;  and  Anthony,  J.C.  Black- White  differen- 
: ces  in  alcohol  use  by  women:  Baltimore  survey  findings.  Public  Health  Reports 
106:124, 1991. 

j 

| Loring,  M.,  and  Powell,  B.  Gender,  race,  and  DSM-III:  A study  of  the 
j objectivity  of  psychiatric  diagnostic  behavior.  Journal  of  Health  and  Social 
i Behavior  29:1-22, 1988. 

National  Center  for  Health  Statistics  (NCHS).  Advance  report  of  final 
mortality  statistics,  1987.  Monthly  Vital  Statistics  Reports  38(5  Suppl.):44, 
1989. 

National  Center  for  Health  Statistics.  Health  United  States  1990.  Hyatts- 
ville,  Md.:  the  Center,  March  1991. 

National  Clearinghouse  for  Alcohol  and  Drug  Information.  Alcohol  Health 
and  Research  World,  2(2),  Winter  1986/87. 

National  Institute  on  Drug  Abuse.  National  Household  Survey  on  Drug 
Abuse:  Main  Findings  1985.  DHHS  Pub.  No.  (ADM)88-1586.  Washington, 
j D.C.:  Supt.  of  Docs.,  U.S.  Govt.  Print.  Off.,  1988. 

National  Institute  on  Drug  Abuse.  Data  From  the  Drug  Abuse  Warning 
Network  Annual  Data,  1988.  Series  1,  No.  8.  DHHS  Pub.  No.  (ADM)89-1634. 
Washington,  D.C.:  Supt.  of  Docs.,  U.S.  Govt.  Print.  Off.,  1989a. 

National  Institute  on  Drug  Abuse.  National  Household  Survey  on  Drug 
Abuse:  1988.  DHHS  Pub.  No.  (ADM)89-1636.  Washington,  D.C.:  Supt.  of  Docs., 
U.S.  Govt.  Print.  Off.,  19896. 

National  Institute  on  Drug  Abuse.  National  Household  Survey  on  Drug 
Abuse:  Population  Estimates  1990.  DHHS  Pub.  No.  (ADM)91-1732. 
Washington,  D.C.:  Supt.  of  Docs.,  U.S.  Govt.  Print.  Off,  1991. 


264 


FACTS  AND  FIGURES 


National  Institute  on  Drug  Abuse  and  National  Institute  on  Alcohol  Abuse 
and  Alcoholism.  National  Drug  and  Alcoholism  Treatment  Unit  Survey:  1987. 
Final  Report.  DHHS  Pub.  No.  (ADM)89-1626.  Washington,  D.C.:  Supt.  of 
Docs.,  U.S.  Govt.  Print.  Off.,  1988. 

Oetting,  E.R.,  and  Beauvais,  F.  Epidemiology  and  correlates  of  alcohol  use 
among  Indian  adolescents  living  on  reservations.  In  .Alcohol  Use  Among  U.S. 
Ethnic  Minorities.  Research  Monograph  No.  18.  DHHS  Pub.  No.  (ADM)89- 
1435.  Washington,  D.C.:  Supt.  of  Docs.,  U.S.  Govt.  Print.  Off.,  1989. 

Polednak,  A.P.  Racial  and  Ethnic  Differences  in  Disease.  New  York:  Oxford 
University  Press,  1989. 

Rogler,  L.H.  The  meaning  of  culturally  sensitive  research  in  mental  health. 
Psychiatry  146:296-303, 1989. 

Statistical  Handbook  on  U.S.  Hispanics,  1991.  Arizona:  Oryx  Press,  1991. 

Trimble,  J.E.;  Padilla,  A.M.;  and  Bell,  C.S.  Drug  Abuse  Among  Ethnic 
Minorities.  DHHS  Pub.  No.  (ADM)87-1474.  Washington,  D.C.:  Supt.  of  Docs., 
U.S.  Govt.  Print.  Off.,  1987. 


U.S.  Bureau  of  the  Census.  United  States  Population  Estimates  by  Age,  Sex, 
and  Race:  1980  to  1987.  Current  Population  Reports,  Series  P-25,  No.  1022. 
Washington,  D.C.:  Supt.  of  Docs.,  U.S.  Govt.  Print.  Off.,  1987. 

U.S.  Bureau  of  the  Census.  Statistical  Abstract  of  the  United  States,  1989. 
109th  ed.  Washington,  D.C.:  Supt.  of  Docs.,  U.S.  Govt.  Print.  Off.,  1989a. 

U.S.  Bureau  of  the  Census.  The  Hispanic  Population  in  the  United  States: 
March  1988.  Current  Population  Reports,  Series  P-20,  No.  438.  Washington, 
D.C.:  Supt.  of  Docs.,  U.S.  Govt.  Print.  Off.,  19896. 

U.S.  Department  of  Health  and  Human  Services.  Health  and  Prevention 
Profile,  United  States.  DHHS  Pub.  No.  (PHS)84-1232.  Washington,  D.C.:  Supt. 
of  Docs.,  U.S.  Govt.  Print.  Off.,  December  1983. 

U.S.  Department  of  Health  and  Human  Services.  The  1990  Health  Objec- 
tives for  the  Nation:  A Midcourse  Review.  Washington,  D.C.:  Supt.  of  Docs., 
U.S.  Govt.  Print.  Off.,  November  1986. 

U.S.  Department  of  Health  and  Human  Services.  Drug  Abuse  and  Drug 
Abuse  Research.  DHHS  Pub.  No.  (ADM)87-1486.  Washington,  D.C.:  Supt.  of 
Docs.,  U.S.  Govt.  Print.  Off.,  1987. 


Williams,  M.  Blacks  and  alcoholism:  Issues  in  the  1980s.  Alcohol  Health 
and  Research  World  6(4):31-40, 1982. 


Federal  Funding  Opportunities 


Office  for  Substance  Abuse  Prevention 

OSAP  has  five  grant  programs: 

The  high-risk  youth  grant  program,  begun  in  fiscal  year  1987,  is  client 
oriented  and  targets  high-risk  youth  aged  21  and  under:  children  of  alcohol 
and  other  drug  abusers,  school  dropouts,  economically  disadvantaged  youth, 
those  who  have  experienced  mental-health  problems,  and  those  involved  with 
delinquent  acts. 

The  program  aims  to  test  the  feasibility  of  implementing  previously  un- 
tested, innovative  prevention  strategies.  The  program  also  seeks  to  assess 
program  effectiveness,  replicability,  and  generalizability  of  established 
strategies. 

For  1992,  the  high-risk  youth  grant  program  has  $9  million  to  fund  about 
32  grants. 

The  second  program,  also  client  oriented,  is  more  specific  to  alcohol  and 
other  drug-abusing  pregnant  women  and  their  infants.  This  program  has 
$6  million  to  fund  about  21  grants  in  1992. 

The  community  partnership  program  is  system  oriented,  trying  to  get 
coalitions  together  to  address  AOD  abuse  in  the  community.  For  1992,  this 
program  has  $13  million. 

The  fourth  program  involves  cooperative  agreements  and  is  a media-based 
program  to  get  specific  messages  to  specific  audiences.  Whereas  national 
campaigns  are  more  broad-based,  cooperative  agreements  deal  with  what 
might  be  most  acceptable  to  a local  area  or  group.  While  this  program  has  no 
new  funds  for  1992,  there  are  funding  continuations  from  the  $10  million  it 
was  allocated  in  1990. 

The  final  program  is  for  conference  grants,  which  are  part  of  OSAP’s  field 
development  activities.  These  grants  go  for  knowledge  dissemination,  net- 
working, and  activities  that  allow  those  in  the  field  to  propose  what  they  want 
to  do.  This  program  has  $2  million  for  40  to  50  grants  in  1992. 

Applications  for  OSAP  grant  programs  are  collected  three  times  a year: 
September  20,  January  20,  and  May  20.  It  is  best  to  get  the  grant  an- 
nouncements from  the  National  Clearinghouse  for  Alcohol  and  Drug  Informa- 
tion (1-800-729-6686;  in  Maryland,  301-468-2600). 
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Office  for  Treatment  Improvement 

The  principal  function  of  the  OTI  is  to  improve  treatment  services  for 
individuals  who  suffer  from  alcohol  and  other  drug  abuse  and  its  related 
problems,  including  physical  and  mental  illness.  In  carrying  out  this  function, 
OTI  tries  to  make  sure  that  States  get  the  funding  to  the  communities  that 
need  it  the  most. 

OTI’s  funding  includes  $1.3  billion  for  block  grants  and  $27  million  for  eight 
target  cities. 

OTI’s  newest  programs  are  the  model  comprehensive  drug  abuse  treatment 
programs  for  critical  populations  (residents  of  public  housing).  About 
$4  million  will  be  made  available  to  enhance  treatment  by  establishing 
linkages  and  coordination  among  a wide  array  of  health,  drug-treatment, 
family-education,  vocational-training,  and  social  services  in  order  to  build  a 
network  of  support  services  for  the  target  populations.  Funding  will  go 
through  State  agencies,  which  will  be  encouraged  to  seek  out  effective  com- 
munity-based treatment  programs. 

Another  new  area  is  the  model  comprehensive  drug  abuse  treatment 
program  for  adolescents  in  juvenile  justice.  This  demonstration  grant  program 
addresses  community-based  settings  as  well  as  State  institutions  holding 
juveniles;  approximately  $8  million  has  been  made  available. 

OTI  also  will  be  funding  two  treatment  campuses  with  $9  million  each.  The 
goal  of  this  program  is  to  enhance  treatment  capacity;  improve  the  quality  of 
treatment,  especially  through  provision  of  primary  medical  care,  HIV  testing, 
counseling,  and  prevention;  and  create  a controlled  environment  for  assessing 
and  evaluating  the  efficacy  of  different  approaches  to  treatment  service 
provision. 

National  Institute  on  Drug  Abuse 

NIDA  is  the  Federal  research  arm,  along  with  NIAAA,  that  conducts 
research  on  the  causes  and  consequences  of  AOD  abuse  and  HIV  infection  to 
develop  better  and  more  effective  prevention  and  treatment  strategies. 

General  research  applications  are  accepted  in  a variety  of  areas:  basic 
biological  neuropsychiatric  research;  epidemiology  and  natural  history  of  drug 
abuse;  prevention  research;  treatment  research;  and  behavioral  and  clinical 
pharmacology.  A variety  of  funding  mechanisms  are  available:  the  regular 
research  grant,  the  demonstration  grant,  and  the  first  award,  a specific 
mechanism  recognizing  the  need  to  nurture  first- time  or  new  investigators. 
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Further  information  and  application  materials  can  be  obtained  through 
NIDA’s  grants  management  branch  (301-443-6710).  NIDAalso  offers  a variety 

| of  grants  to  racial/ethnic  researchers. 

Office  of  Minority  Health 

I The  Office  of  Minority  Health  focuses  its  efforts  on  the  health  of  African- 
American,  Hispanic,  Asian  and  Pacific  Islander,  and  American-Indian  and 
Alaskan-Native  people. 

OMH  has  three  main  avenues  for  funding  community  programs.  The 
Community  Health  Coalition  Demonstration  Program  is  for  community  coali- 
tions. OMH  has  conducted  a series  of  10  technical-assistance  workshops 
around  the  country;  applications  are  due  May  24. 

The  second  is  the  Minority  HIV  Education  and  Prevention  Project.  Eligible 
applicants  include  educational  or  religious  racial/ethnic  institutions  and  com- 
munity-based racial/ethnic  organizations.  This  project  has  $1  million  for  about 
10  grants. 

i Third,  OMH  runs  grants  to  improve  health  and  human  services  for  ra- 
cial/ethnic males.  Last  year  83  small  grants  were  awarded  for  conferences  and 
coalition  development;  this  year,  larger  demonstration  grants,  up  to  $250,000 
a year,  will  be  awarded  to  community  organizations  that  are  trying  to  put 
together  interventions  in  health,  social  service,  education,  employment,  or 
other  areas. 

OMH  also  operates  a Resource  Center,  which  is  an  information-locator 
service  that  can  point  to  other  funding  sources  (1-800-444-MHRC). 

National  Institute  on  Alcohol  Abuse  and  Alcoholism 

NI  AAA’s  Epidemiology  Branch,  in  the  Division  of  Biometry  and  Epidemiol- 
ogy, has  programs  that  have  to  do  with  epidemiology,  the  incidence  and 
prevalence  of  alcoholism,  and  patterns  of  drinking  in  special  populations 
(301-443-4897). 

i The  Biometry  Branch  has  to  do  with  statistics  and  surveys  (301-443-3306). 
The  Homeless  Demonstration  and  Evaluation  Branch,  in  the  Division  of 
Clinical  and  Prevention  Research,  includes  programs  that  deal  with  homeless 
people  who  have  AOD-abuse  problems  (301-443-0786).  The  Treatment  Re- 
search Branch  deals  with  treatment  outcome  process,  screening  and  diag- 
nosis, and  treatment  services  (301-443-0796). 

The  Prevention  Research  Branch  has  programs  on  prevention  and  special 
populations,  such  as  racial/ethnic  females  and  the  elderly,  community  and 
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environmental  issues,  worksite  issues,  economic  issues,  alcohol  and  health, 
alcohol  and  AIDS,  and  primary  health  care  (301-443-1677). 

The  Division  of  Intramural  Clinical  and  Biological  Research  has  an  Ad- 
ministrative Branch,  a Laboratory  of  Clinical  Studies,  a Laboratory  of  Metab- 
olism and  Molecular  Biology,  and  a Laboratory  of  Physiologic  and 
Pharmacologic  Studies.  Programs  sponsored  by  these  laboratories  provide  the 
opportunity  for  scientists  to  engage  in  long-term  research  (301-496-8996). 

The  Division  of  Basic  Research  includes  the  Biomedical  Research  Branch 
(301-443-4223).  The  primary  objective  of  this  division  is  to  develop  the  neces- 
sary basic  information  on  how  alcohol  affects  the  body  and  behavior,  for 
example,  genetic  aspects  and  alcohol  effects  on  the  hormones  and  tissues,  and 
fetal  alcohol  syndrome.  The  Neurosciences  and  Behavioral  Research  Branch 
(301-443-4223)  conducts  research  on  the  behavioral  and  neurobiological 
aspects  of  alcohol-related  problems. 
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